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Foreword 


“The Critical Issues in Psychology Series,” paperback source books for 
the undergraduate in psychology, are designed to provide authoritative 
and provocative reviews of selected topics germane to a spectrum of 
courses. Each volume offers an original inquiry into major facets of the 
point at issue and a set of illuminating reports carefully chosen to’ repre- 
sent salient positions of historical or current significance. It is expected 
that this combination will afford instructor and student opportunity to 
read stimulating, even challenging, argument with primary sources in 
hand. 

Much of the popular—and student—interest in psychology centers 
around the problem of personal adjustment and the treatment of be- 
havior disorders. These matters are in the province of clinical psychology. 
But exactly what the clinical psychologist does is not at all clear to many 
persons, college students and laymen alike. It is therefore important that 
the role of this kind of psychologist be understood, especially as it re- 
lates to the role of the psychiatrist (and the psychoanalyst), who is an 
M.D. rather than a Ph.D. 

The province of clinical psychology is plainly spelled out, with an 
emphasis on its relatively recent historical origins as well as its present 
functions, in this volume. The author, Ivan N. Mensh, is a clinical 
psychologist who has been active in the training of students, especially 
in a medical setting. He is presently Professor and Head of the Division 
of Medical Psychology of the School of Medicine of the University of 
California at Los Angeles, and earlier served in a similar capacity at the 
Washington University School of Medicine. He has been particularly 
interested in the problems of clinical education and in psychodiagnosis. 


ME.vin H. Marx, General Editor 


Preface 


CLINICAL PSYCHOLOGY IS AS OLD AS CLASSICAL PHILOSOPHY, 
as recent as today. Such an anachronism may give emphasis to the 
complex ways in which clinical psychologists function in our changing 
society. In this book, some of these ways are scrutinized, others are 
scanned in a brief examination of clinical psychology from its early rots 
in philosophy and physiology through the exciting new phases that 
have come into prominence since World War II. Some of these import- 
ant new directions are illustrated through a review of the activities of 
clinical psychologists, in personality evaluations and assessment, in vari- 
ous forms of the psychotherapies, in research, and in community pro- 
grams. 

The clinical applications of psychology to the study and modification 
of human behavior have marked the changing of roles for many clinicians, 
from scientist to professional. The definition and meaning of professional- 
ization is introduced in Part One to aid in the appreciation of this major 
alteration in the identity of many applied psychologists within the group 
representing the largest single “applied” area in all of psychology. The 
scientist “model” in classroom and laboratory new has a companion 
“model” in the professional psychologist. At one time found only in 
clinic and hospital, the latter now has been drawn into the community 
and into practitioner roles with resulting new and significant applica- 
tions of clinical psychology. 

This volume is designed to appeal to all students of psychology. Per- 
haps, through its study, the beginner or the sophisticate may better 
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understand the background and thrust of modern clinical psychology 
while at the same time he augments his appreciation of the numerous 
and varied roles of clinical psychologists in our communities. 

I wish to thank my wife, Frances, for her encouragement and support 
during the preparation of this text. For the typing of the manuscript, 
I thank Mesdames Faye E. Barnes, Marian L. Walker, and Beatrice J. 
Nimovitz. I am indebted to Mrs. Marielle C. Fuller, my volunteer re- 
search assistant, for the extensive bibliographical searching and reporting 
of the literature. To the authors and publishers of the material selected 
for the readings section, I am grateful for their permission to use these 
selections. 


Ivan N. MENSH 
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PART ONE 


Inquiry and Argument 


CHAPTER 


The Development 
of Clinical Psychology 


Tue CLASSICAL Era tro Wortp War I 


The history of psychology has its roots in the classical period of 
the Greek philosophers who developed observations and concepts 
about human behavior. 

Over the centuries, the contributions of philosophers to the field 
of psychology and to other developing sciences were numerous and 
significant. For example, the history of science (Boring, 1950) is 
marked by the brilliant observations and understanding of the British 
empiricists Berkeley, Hume, and Hartley; the associationism of 
James Mill, John Stuart Mill, and Alexander Bain; the philosophy of 
Descartes in France; the German philosophers Leibnitz, Kant, Her- 
bart, and Lotze; and, also in Germany, the introduction of scientific 
phenomenology by Husserl, a phenomenology which later became 
the hallmark of the school of Gestalt psychology. And even these 
philosophers of the past three centuries are of recent history when 
studied against the historical procession stemming from the third, 
fourth, and fifth centuries, B.c., and from Aristotle and Plato whose 
writings are reflected today in current science and philosophy. 

Boring wrote (1950), “. . . natural science and mental philosophy 
came together in the middle of the nineteenth century to create later 
what was called the new psychology, experimental psychology, or 
scientific psychology.” The relationship between philosophy and 
natural science methodology perhaps was best illustrated in the 
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eighteenth and nineteenth centuries. This relationship began with 
the German philosopher Kant’s influence and his emphasis eG 
phenomenal experience in consciousness, at that time reaper y 
dictating a nonexperimental character to psychology. In the erie 
ing generation, Herbart wrote in 1824 that psychology cou i 
Wissenschaft (science) but not experimental; and not until the a 
of the century did the measurement and analysis of Helmho = 
William James, and others establish psychology as an cee ne 
discipline. It can be seen, then, that psychology in essentially x 
present scope has a brief history and is less than a century old ing s 
academic and laboratory traditions and in its identifiable, separate 
discipline. The science of psychology generally marks its beginning 
in 1879, in Wundt's laboratory in Leipzig. Shortly thereafter, in 
1892 the American Psychological Association was founded and a 
new separate field of science, psychology, was constituted a its 
own identity. From the handful of pioneers of 1892 the number have 
grown to more than 23,000. A 
The American Psychological Association was founded to advange 
psychology as a science, and this fundamental concept has poet 
terized the primary function of the organization. The pralesa 
qualities, traditions, and history of psychology have been asoa na 
with its applications outside of the classroom and laboratory. The 
relevance of experimental laboratory studies of human and lower 
animal behavior to the world outside the laboratory was established 
early in the development of the new field of psychology. In part, 
this rapid transition from a basic science to applications of prin- 
ciples, concepts, and laboratory procedures was possible because 
psychology was not an entirely new field. In fact, much of its 
substance was drawn from other disciplines more or less developed. 
Thus, the physiological influence was established early through 
Wundt’s own training and interest in physiology and his role in the 
training of psychologists, a number of whom had come from the 
United States and then ret ad the doctrines and experi- 


urned to spre: 
ments of physiological psychology among their own students. Today, 
this experimental area of psychology has many applications in studies 
of central nervous system functions, comparative psychology, and 
clinical and abnormal psychology. 

The study of individual differences through psychophysical meas- 
ures of perceptions and other behavior: 


al responses and through 
psychological tests represents another area of basic scientific experi- 
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mentation which has produced a significant yield for application 
in the understanding of behavior. Perceptual studies have found 
wide application not only in industrial and military settings but 
also in social and clinical contexts. The “new look in perception” 
of the 1950’s, and continuing today, revived interest in and greatly 
extended experiments and applications of what early was essentially 
basic laboratory research using psychophysical methods, judgments, 
and data analyses. The new dimensions added to these studies of 
individual differences were the personal and social variables of the 
subjects, whether man or other animal. The pioneers in quantitative 
methodology—represented in the psychometric tradition of psycho- 
physical methods, test procedures, psychological scales and correla- 
tional analyses—provided methodologies of systematic and objective 
data-gathering, processing, reduction, and analyses whose applica- 
tions have increasingly become a necessary and productive part of 
scientific efforts not only in many fields of psychology but also in a 
number of related disciplines. 

The physiological, psychophysical, and psychological test and 
other origins of present-day psychology, plus the many applications 
in the score or more of specialized fields of psychology, all derive 
from the definition and objectives of psychology: the analysis, 
understanding, prediction, and modification of behavior. The clinical 
psychologist is a product of the scientific tradition and of the pro- 
fessional development of psychology, trained in research in normal 
and abnormal behavior, in psychodiagnosis, and in modification 
of behavior through psychotherapeutic and other techniques. He 
may specialize in one or more of these several areas and may have 
as locale for his functions the classroom, clinic, hospital ward, 
laboratory, or private office. 

In an applied field such as clinical psychology, just as in the 
applications of physics and other sciences in engineering, there is 
constant variation in the distance between the “exact” science back- 
ground and its roots, and the field applications of the science. In 
some procedures, the distance is very narrow, and in others there 
appears little or no relation between the science which reputedly 
generated the procedure and the operation itself. Thus, in behavioral 
conditioning of humans to rid them of phobias or of other abnormal 
behavior, the model and therapeutic efforts can rather readily be 
derived from learning theory and concepts, and experimental rein- 
forcement or extinction of behavioral responses. In contrast, but 


6 Inquiry and Argument 


still in the general area of therapeutic procedures, psychotherapeutic 
intervention as practiced in usual clinic, hospital, and office relation- 
ships can at best be related only to some broad, diffuse, inexact 
social and developmental theories which derive their heritage from 
specific experimental models or theories only by the labeling 
attached to the operations by the therapists. 

The distance between the origins and beginnings of clinical psy- 
chology and the present-day science and profession also varies as a 
function of the mileposts selected. The parent field, the “new psy- 
chology” of the 1890's, often is dated as beginning just about a 
century ago, rooted in the physiological psychophysics of Fechner 
and Wundt in the Germany of the 1860's. The methods were experi- 
mental, the subjects were normal adults, and the sites were the 
laboratories of universities. Today, clinical psychologists would 
observe that these several characteristics of their ancestry, if present 
in an experiment, may markedly limit the generalizations and other 
usefulness of the studies. This is only one of the many changes 
during the past century of the development of psychology as a 
science and its applications in both science and profession. 

The early growth of psychology was slow, as measured by the 
interval between Wundt’s doctorate in 1855 and his founding of 
the first experimental laboratory in psychology in 1879; and the 
span between this date and 1892, the founding of the American 
Psychological Association, and 1896, the opening of the first psy- 
chological clinic. The pace quickened thereafter, but only during 
the past generation, beginning in the 1930's and accelerating after 
World War II, has clinical psychology assumed its present unique 
form, showing in its methods, theories, concepts, models, and 
practices the lineage from which it descended. Boring’s emphasis 
(1950) upon the significance of the Zeitgeist in historical develop- 
ments, as well as upon the men who created these changes in their 
specific psychological, social, and technological environments, pro- 
vides an appropriate perspective for viewing the developments, 
changes and historical figures. 

Although the physical sciences have contr; 
and measure to psychology, the biological sciences represent the 
principal sources. Thus it was that physiology had so important a 
role in the genesis of psychology. The history of the sciences traces 
also the progress from observation to experiment. The physiological 


background of psychology came out of a number of developments 


ibuted much in method 
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in experimental physiology during the nineteenth century. These 
included the study of sensory and motor functions of organisms as 
separate phenomena, the doctrine of specific nerve energies, the 
physiology of the several sense-organs, brain localization, reflex 
action in responses of man and lower animals, and nerve stimulation 
and conduction characteristics—for example, its electrical nature, 
refractory periods, all-or-none response, and speed of transmission 
along nerve pathways. The understanding of nervous system func- 
tioning and related behavior which these contributions to science 
brought provide an important basis for the clinical psychologist as 
both scientist and professional practitioner. 

Characterization of voluntary and involuntary responses and of 
conscious and unconscious behaviors were noted in early reports. 
As early as the latter part of the eighteenth century, there already 
were reports on the pathology of consciousness, drawn from clinical 
experiences. In C. P. Moritz’s Magazin zur Erfahrungsseelenkunde, 
literally a journal on the science of psychic experience, were such 
articles as “The Strength of Self Consciousness,” “Waking Dreams,” 
and “Strange Behavior Without Consciousness.” There were also 
the philosopher Lotze, who argued his evidence for consciousness 
from introspection, and Pflüger, the physiologist who sought under- 
standing of consciousness as a function of all nervous action. There 
was, however, the suggestion that the distinction was clear, marking 
off physiological psychology, or the “new psychology,” from phys- 
iology. Voluntary action and the psychology of consciousness, the 
former studied by reaction time methods and the latter by intro- 
spection, were perceived for several decades as obviously different 
from physiology’s province of reflex action and unconscious be- 
havior. This dichotomy appeared to serve more or less satisfactorily 
(Boring, 1950) until the conditioned reflex studies of Pavlov (a 
physiologist), the elaboration of the roles of motivations and the 
unconscious by Freud (a neurologist), and the behaviorism of J. B. 
Watson (a psychologist ). K 

Thus, in the beginning of the twentieth century and with the 
clinical and experimental observations of these pioneers so very 
different from each other, an “obviously different” dichotomy no 
longer could exist. Mind and body were inextricably intertwined. 
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CLINICAL PsycuHoLtocy DURING THE 
Past HALF-CENTURY 


The twentieth century has so far been marked by two world wars. 
From its beginning until the Great War, in barely more than a 
dozen years, psychology had been developing apace in this country, 
drawing also from developments in France, Britain, and Germany. 
More specifically, the antecedents of present-day clinical psychology 
were clearly evident. There were G. Stanley Hall’s monumental two 
volumes on adolescence; his support of psychoanalysis and the work 
of Freud and Jung by bringing them to Clark University in 1909 
where the great leaders of psychology heard the views of these 
analysts; and discussions of sex, religion, and senescence. In the 
context of a developing and expanding psychology, led by such 
figures as Hall and the other great men of his generation of psy- 
chologists, the roots of clinical psychology appeared. One had 
especial importance for the early years of clinical psychology: the 
development of psychological test instruments and their measure- 
ment of behavior as techniques apart from psychophysical methods. 
Two antecedents which were necessary for the development of 
psychological tests were methods for objectively and systematically 
assessing behavior other than thresholds of response, and methods 
for handling the data of the assessments. Galton’s and Binet’s work 
in Britain and France, respectively, provided the beginning of 
methodology, and Galton’s and Pearson’s application of statistics 
in Britain marked the start of measurement. In America, these 
latter methods were published as early as 1904, in E. L. Thorndike’s 
Mental and Social Measurements, and by 1910 there appeared 
Whipple’s Manual of Mental and Physical Tests. 

Early test history derives from Galton’s laboratory of psychological 
tests, opened in 1882; Cattell’s introduction of the term “mental 
test” in 1890 in the description of his new laboratory at the Univer- 
sity of Pennsylvania; the first psychological clinic, actu: 
of child guidance clinic, opened at the same Universit 
Witmer; and Binet’s first scale of intelligence, published with Simon 
in 1905, sixteen years after Binet’s founding (with Henri Beaunis ) 
of the first French psychological laboratory at the Sorbonne— 
years also spent in producing books and articles about study and 
assessment of human abilities. 


ally a form 
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Individual differences had become the focus of the field of 
psychological testing, and in Germany William Stern had published 
his psychology of individual differences (Uber Psychologischer 
individuellen Differenzen). In 1911 he suggested the “mental quo- 
tient” ratio, which in 1916 was renamed by Terman and his group 
“intelligence quotient” (IQ) when they published the Stanford 
Revision of the Binet Scale. The early twentieth century found a 
vigorous growth of testing in France, Britain, Germany, and Amer- 
ica; and an even greater development came with World War I and 
the application, by Bingham and his colleagues, of group testing to 
Army recruits in numbers—about two million—far greater than any 
samples tested previously. This period also marked the differentia- 
tion of intelligence tests as only a part of the mental testing field, 
and the Army found use for other tests in selection for various types 
and levels of technical training. The extension of these tests to in- 
dustry produced a second applied field of psychology, industrial 
psychology, now joining its clinical fellow who had been making 
tentative steps as an applied field since the keystone date of 1896 
and the opening of the first psychological clinic. Psychological tests 
had come a long way since Galton had introduced the “test” as 
“an experimental method of measurement . . . characterized by its 
brevity.” 

Between the two world wars, education greatly extended the use 
of tests—intelligence, achievement, vocational—and both testing and 
counseling, based upon test data, began to appear in industry as well 
as in schools One part of clinical psychology now was in being. 
Further, psychologists were venturing into, and being invited into, 
hospitals and clinics in increasing numbers, As Watson [3] ° has 
pointed out, though the first psychological clinic was founded in 
1896, there was little spread of this specific effect, even though 
there were in existence after two decades a score of such clinics. The 
role of psychologists in these clinics was primarily that of diagnos- 
tician, just as in mental hospitals the first introduction of psycholo- 
gists was as researchers. Then, with greater numbers involved, the 
diagnostic role became paramount. This tradition has existed until 
the present time, but the added role of psychotherapist now often 
dominates the professional time of the clinical psychologist in clinic 
and hospital. 


° Bracketed numbers refer to readings in Part Two. 


10 Inquiry and Argument 


Another development of historical importance during the 1930's 
was the independent practice of psychologists in diagnosis and 
treatment. Yet, in spite of the increasing numbers of clinical psy- 
chologists in hospitals and clinics, and the embryonic development 
of independent practice during the interval between the two world 
wars, there was little that marked any significant direction in clin- 
ical psychology. Teaching, research, and diagnosis continued for 
this generation of applied psychologists, and the label was that of 
“abnormal” rather than clinical psychology. 

As with so much of society, World War II introduced major 
changes. Clinical and abnormal psychology were not insulated 
from these changes, nor was the parent field of psychology. Psychol- 
ogists were suddenly mobilized for research programs designed to 
solve problems of national defense which quickly became problems 
of war. Warfare and air, surface, and submarine tactics introduced 
the need for far greater knowledge than was available on machine 
and personnel and man-machine characteristics. In addition, other 
psychologists were organized to develop and apply personnel test 
techniques for screening inductees and recruits for intelligence, 
aptitude, and other personality characteristics. And still another 
group of psychologists was assigned the responsibility for partici- 
pation in neuropsychiatric units. These programs were designed to 
provide psychologic screening and, where necessary, more intensive 
evaluation of recruits, volunteers for special assignments, and psy- 
chiatric casualties. There was little time for treatment, but already 
some psychologists were undertaking this specialized role. All these 
new developments were faced by psychologists, some in uniform 
and others still in civilian life, who came from an academic tra- 
dition which had afforded some textbook acquaintance with ab- 
normal psychology (with perhaps a visit to a mental hospital) and, 
at most, some experience in a clinic or hospital. The flexibility of 
the academicians and scientists who suddenly became professional 
clinical psychologists during World War II is a tribute to these men 
and women and to their training. Watson [3] has summarized the 
impact of the experiences of some 1500 psychologists in uniform 
upon clinical psychology, providing both an impetus and a direc- 
tion which had significance for training as well as practice in a 
relatively new field. 

The post World War II period brought into flower and function 
the new clinical psychology. After nearly ten years of separation, 
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the American Association of Applied Psychology and the American 
Psychological Association again became one; the APA successfully 
conducted a conference on the training of clinical psychology; the 
Veterans Administration and Public Health Service began extensive 
training programs for clinical psychologists to meet the enormously 
increased demand for mental health personnel. The American 
Psychological Association was asked to specify standards of training 
and of competence, and to set up boards and committees to develop 
criteria and methods of examination and assessment of clinical 
psychological practice. The Education and Training Board, Board 
of Professional Affairs, and American Board of Examiners in Profes- 
sional Psychology represent such standards, criteria, and evaluation 
groups. 

Two other developments marked postwar clinical psychology: 
statutory legislation and self-certifying procedures by state psycho- 
logical associations to assess minimum standards for the practice of 
psychology, and the independent practice of psychology whose 
growth curve has been accelerated especially within the past decade. 
These trends indelibly marked the transition of a significant number 
of clinical psychologists into professional practice. Though not 
trained in a professional school, as were their colleagues from the 
other mental health disciplines, the independently practicing 
psychologist now was primarily a professional person, offering his 
services to the public. Usually, he specialized in psychotherapy, 
although he also had as part of his formal and clinical training 
diagnostic and research experience. 


CHAPTER 


Clinical Psychology’s Roles 


DIAGNOSIS AND ASSESSMENT 


The diagnostic and assessment roles of clinical psychologists 
are comfortable and familiar ones to them, deriving from the his- 
torical traditions of the field, and from continuing emphases in 
academic programs and in clinical training.ĵOf the four mental 
health disciplines—nursing, psychiatry, psychology, and social work 
—it is in the fields of psychodiagnostic test instruments and research 
that clinical psychologists are uniquely trained. 

By means of data from interviews and from standard objective 
and projective test techniques, the clinical psychologist develops 
his inferences about the probable etiology of the behavior which 
he is investigating, the complicating variables in the patient's life 
and his assets for handling life situations, and the probable optimal 
mode of treatment. He may also include data from school, work, 
family, or other sources, just as he may also utilize these avenues in 
his treatment approach. For example, it is an increasingly frequent 
pattern for one or both parents to be brought into treatment when 
a child is receiving psychotherapy. Some child guidance clinics 
specify this arrangement as a necessary condition before accepting 
responsibility for and undertaking a child’s treatment. 

he clinical psychologist must be familiar with many psycho- 
logical test techniques in order to assess adequately the varying 
behaviors of the many individuals referred to him, He acquires 
during his training in classroom, test laboratory, and clerkship and 
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internship practicum both knowledge of and facility with a wide 
range of methods, including tests for groups and individuals, verbal 
and performance tests, objective and projective tests, developmental 
and intelligence tests, achievement and aptitude tests, and person- 
ality inventories and rating scales. These standard tests have been 
administered to hundreds of thousands of subjects, coincidentally 
creating a vast test literature in psychological journals. 

As a function of his scientific training and orientation, the clinical 
psychologist has been a consistent critic of the test instruments of 
psychology and has sought to establish criteria of diagnosis, predic- 
tion, reliability, and validity beyond the normative data supplied in 
test manuals. This is not a simple task, for in both diagnosis and 
prediction of behavior there are major questions to be answered. 
For example, which are the behaviors constituting a specific diag- 
nostic condition; what degree of variation in behavior can be per- 
mitted before another diagnostic label or description is necessary? 
Schizophrenia in its many manifestations is one disease state, but 
another, displaying common symptoms, derives from various forms 
of psychological reactions to brain damage. A frequent request in 
consultative work is to discriminate these conditions from others. 
To do so, the clinical psychologist utilizes his clinical experience 
and acumen in understanding and interpreting test and extra-test 
behaviors. (The latter comprise all of the behaviors which are not 
explicitly recorded in the content of the patient’s responses to the 
test stimuli.) Estimates of motivational level, speed of response, 
distractions (such as anxiety), facilitating and disorganizing clues, 
characteristic interpersonal response patterns, and many more 
variables must be considered and integrated in the analysis and 
interpretation of test behaviors. 

Personality evaluation is a complex phenomenon because per- 
sonalities are products of complex organisms in complex societies. 
The “simple” determination of an IQ is far from an uncomplicated 
behavioral interaction of a subject and an examiner, for a great 
st responses and other behaviors. Some of 
these are expectations of the subject, whether patient or a normal 
individual; prior experience with the specific test or with tests gen- 
erally; and the skill of the examiner. These are but a few of the vari- 
ables which affect test responses and other behaviors. For example, 
the motivational level of a subject must be assessed, and some mod- 
ification of negative motivation may be required in evaluating test 


many variables affect te 
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data. A juvenile delinquent referred by a court of law to a psychol- 
ogist may decide to deny any intimation of antisocial thinking or 
other behavior, and report only “safe” responses or none at all. A 
young man facing military service may report numerous symptoms 
in the hope of continuing in civilian life or, if in the service, to return 
to civilian life. Between the denial in the first example and the “ma- 
lingering” in the second lie a wide range of motivations, all capable 
of affecting individual or group, paper-and-pencil, or interview 
and other test situations. The trained clinician must have direct, 
first hand experience and the benefit of the experience of his in- 
structors if he is to deal with these situations. To assist him in 
evaluating responses to certain tests, there are “check” or “control” 
scores which provide an index of the reliability of report of the 
subject. In his training with projective and other tests, the clinician 
learns what qualities of response characterize the well and the sick 
and, if the latter, what class of behavior (diagnostic label) has the 
highest probability of being associated with the specific response 
characteristics. The uniqueness of each personality cannot be over- 
looked, neither can we ignore the specific subculture in which the 
individual under study functions, nor the margins of tolerance in 
our society. These are some of the important determinants in the 
clinician’s judgments of pathology of behavior. 

One example may serve to illustrate why the clinician must be 
more than an examiner who administers standardized psychological 
tests. An elderly woman was arrested for bizarre behavior, including 
mumbling to herself and repeated glances at her neighbor's win- 
dows. She was referred by a court of law to a clinical psychologist 
for evaluation of her psychological state. A detailed examination of 
the woman showed no abnormal behavior, but it was learned, sub- 
sequently, that the woman had been reared in a voodoo culture 
before coming to the United States. Her neighbor had constantly 
belittled her and her voodoo beliefs and practices until, pressed to 
the limits of frustration, the woman had invoked primitive curses 
upon the neighbor, and her actions eventually led to arrest. 

Clinical psychologists function in a far wider field than the courts, 
of course. The traditional hospital and clinic settings for diagnosis 
and treatment still constitute the primary responsibility of many 
clinicians. A few examples may illustrate practice in such settings. 
In one instance, an executive accountant was seen because of depres- 


sion which he related to a recent event in his company. During a 
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sudden and prolonged period of work demands placed on his firm, 
the executive had to “pitch in” and assist junior members in the 
preparation of extensive reports involving accounting skills which 
the latter exercised daily but which the executive had not practiced 
for nearly twenty years. As with any unpracticed behavior, disuse 
had taken its toll, and the executive fared poorly. His immediate, 
overreactive interpretation was that he had aged and that he had 
somehow overlooked these changes in skill and function until the 
new demands were made. Furthermore, he evaluated his poor per- 
formance as evidence of serious disorganization resulting from his 
growing old. Psychologic tests by a consultant in psychology pro- 
vided the referring physician with objective information as to the 
still superior intellectual capacities of the executive. Counseling in 
the form of discussion of the test data and the effects of disuse on 
behavioral function, intellectual and otherwise, and reassurance, 
were effective in returning the patient to his role of a successful 
executive. 

In a similar situation, a biochemist who had moved up through 
the ranks from the laboratory to head his pharmaceutical company 
had returned to the laboratory to develop research on a new product. 
He was all thumbs, for the laboratory had advanced in techniques 
and equipment, and he had been aware of these changes only as 
an interested observer, without the benefit of active practice. At 
the policy and planning level he had operated effectively for 
many years, but now, at the technical level, he was a dismal failure, 
and he found this all the more difficult to accept because several 
of his juniors had observed his failure in managing a research role 
in the laboratory. Again, counseling at the level described previously 
proved effective therapeutically. 

A third case, with a university professor in the principal role, 
differed from the first two in that initial study of the patient revealed 
objectively defined deficits in intellectual function to which the 
patient had overreacted. He vacillated in his reaction, however. 
At times he became very depressed and on two occasions attempted 
suicide (which he related to his subjective impression of complete 
failure because of the effects of age upon his psychological state ). 
At other times he denied emphatically that there was any impair- 
ment in his teaching or research skills and insisted that he be 
allowed to return immediately to the university and resume his 
work. With counseling, over a period of a year, he came to 
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accept the realities of his psychological status and to adjust his 
goals to his present situation rather than to his past abilities. 

The patient requiring psychotherapeutic help does not come, of 
course, only from the professional or executive group. For example, 
a coal miner in his sixties who had been the victim of a mine acci- 
dent and who was left with a residual left hemiparesis became 
depressed because he felt that his sole means of livelihood had been 
taken from him. As part of the total evaluation, investigation re- 
vealed a job opening in the mine office, and psychological testing 
revealed that the patient was capable of handling such a job. Coun- 
seling assisted him in accepting this sedentary role, in which the 
physical handicap resulting from the collapse of the mine did not 
limit him in any important way. His years of experience in the mine 
fields later proved most valuable in his successful performance in 
the office position. 

The skills of the clinician have pulled him rapidly into other 
settings, one of the more recent being the industrial complex. In 
addition to the human engineering components of industrial psy- 
chology, there has developed the utilization of clinical psychologists 
in management selection, promotion, and practices. A number of 
consulting psychology firms now specialize in these management 
activities, and there also are clinical psychologists directly employed 
by large industries. Often these clinicians serve as “trouble-shooters,” 
evaluating members of various levels of employees and management, 
and the situations within which these individuals function. After 
studies of the personnel and their specific relationships, the clinician 
may recommend policies or procedures to correct difficulties in 
industrial relations which relate to people and their employment. 
In another context, the hiring of executives, young or old, or their 
promotion, may be examined in light of an assessment of them by a 
clinical psychologist. There is, of course, the delicate position of 
such a clinician if employees perceive him as a “tool of manage- 
ment,” or management has concerns about his identification with 
employees. The clinical acumen of the psychologist and his defini- 
tion of his role in his company or the company to which he serves 
as consultant are necessary requirements for successful practice in 
the industrial setting. 

In this space age and period of “cold war,” there have developed 
other demands for the clinical psychologist’s diagnostic and assess- 
ment experience and skills. Below the surface of the sea, there now 
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operate long-range nuclear submarines which have the capability 
of weeks-long submersion on an assigned patrol station. In the seas 
of air and space, there are the similar requirements of isolation and 
other stresses—for example, prolonged exposure of crew members 
to each other. Scientific and military studies of Antarctica indicate 
that here is another environment which resembles, in some ways, 
undersea and space stresses. The clinical psychologist has functioned 
in tests of human responses to these environments, together with col- 
leagues in physiology, psychiatry, and other medical specialties. 

In submarine crew selection and training, the clinical psychologist 
has evaluated the psychological state of candidates, predicting from 
levels of stability their probable adjustment to the sealed, isolated 
environment of long patrols while submerged. To the stresses of the 
physical environment are added the social demands of crew interac- 
tion. Sustained interaction, in a confined space, forces social be- 
haviors and may provoke antisocial reactions when a submariner 
no longer can tolerate the mannerisms and other behaviors of a 
fellow crew member. In such situations it is impossible to get away 
from the source of provocation, annoyance, and irritation. 

In the simulated capsule studies for predicting space crew reac- 
tions to isolation and the physiological changes, there also has been 
the need for assessment and prediction. During and after World 
War II there were studies of fliers in long-range, high-altitude, and 
high-speed aircraft. With the launching of space capsules, these 
studies moved into new fields in which there had not been previous 
practical knowledge. Weightlessness, radiation hazards, gravity 
forces greater than previously experienced, and confinement char- 
acterized this new environment. Also, the tasks demanded of the 
spacemen were complex and required judgment and performance 
under numerous stresses (Alpern and Stern, 1958; Flaherty, 1961; 
Flinn et al., 1963). 

In the Antarctic there were the special stresses of “wintering over.” 
When the last plane left in the fall, there was no escape from the 
reality that until the spring there could be only the resources which 
the stations had. There could be no “surfacing,” as on a nuclear sub- 
marine, nor a return to earth after failure to complete a space 
mission. There was nothing but time and the tasks of manning the 
antarctic station, with even communication with the outside world 
sometimes cut off by storms. 

In these three special environments the criterion was successful 
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functioning until the submarine or space vehicle returned to the 
earth’s environment, or when winter was past and the first planes 
came into the Antarctic with supplies and the stationkeepers for 
the next season. The clinical psychologist has criterion measures of 
performance in ratings by the subjects and their peers, and phys- 
iological monitoring recordings of the somatic responses to the 
environment, which sometimes mirrored the psychological responses 
as well. Since experience in these new environments is so limited, 
he has based his predictions of performance primarily upon the 
principle that criterion behaviors were a function of past adjust- 
ments. Thus, the better adjusted candidates, as evaluated from 
biographical and test data, more likely would successfully adapt 
to the physiological, personal, and social stresses of these unique 
environments than would men whose past history and present 
repertoire of response characteristics indicated inadequate or un- 
stable adjustment in stress situations. Though sealed, isolated, 
experimental environments cannot completely simulate missions 
undersea, in space, or in the Antarctic (because of the awareness of 
the subjects of the simulation), these experiments have yielded 
data useful for predicting adjustments to the actual tasks of these 
special environments (Nelson and Gunderson, 1963a; 1963b). 

It can be seen that the diagnostic and assessment roles of the 
clinical psychologist have many applications. One more area, which 
is concerned with the increasing average age of our population due 
to public health, medical, and economic advances, will be reviewed 
because of its increasing importance in present-day society. With 
increasing proportions and greater numbers of individuals living 
beyond 65 years of age, there also, unfortunately, has been an 
increase in the number of the aged hospitalized for psychological 
disorders. This does not suggest that more older people are develop- 
ing these disorders—there is not evidence of that—rather, there are 
increasing absolute numbers with greater population size. Further, 
there exists a special problem in the number of geriatric women 
patients, related to the differential marriage rate and survival 
pattern of men and women. For example, 70 per cent of men past 


65 are married, but only one-third of the women in this age range 
(Staff Report, 1961). 


The high probability of discharge from [psychiatric] hospital in the 
first months of hospitalization and sharp drop after six months and [again 
after] one year, with two years clearly tending as the point beyond which 
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the probability of chronic hospitalization is very high, are reflected in 
these differential age data for the percentage of patients remaining in the 
hospital two years or more after admission. . . . 


Sex Ages 15-34 35-64 65— 
Men 10.3 9.3 11.4 
Women 6.3 9.1 20.6 (Mensh, 1963) 


- Another review (Whittier and Williams, 1956) encompassed seven 

studies of the hospitalized, psychiatrically ill aged in three mid- 
Atlantic states for the 30-year period of 1925-1955, covering more 
than 18,000 patients. Typically, only 16 per cent of patients past 60 
were discharged by release or transfer, 19 per cent died within one 
month after admission, and 57 per cent died within the first year. 
On the other side of the continent, for patients over 65, the ratio 
even as recently as 1961 was 1.4 deaths for every patient discharged, 
a ratio very different from that—1.3—for patients under 65 years of 
age. 

The early deaths and high rate seem associated with mental dis- 
orders other than depression (discharge rates for the first six months, 
10-20 per cent) because about 60 per cent of patients diagnosed 
as affective psychosis, primarily depression, are discharged within 
six months (Roth, 1955). Thus, discrimination of the type of 
psychological disorder is important in the diagnosis and treatment. 
Here, the clinical psychologist contributes his diagnostic test skills 
to the evaluation of the patient’s personal and family history of 
behavioral development and adjustments, for the affectively ill per- 
forms within the normal range for this older age group, demon- 
Strating depression as the characteristic reaction pattern. In contrast, 
test results on the senile psychotics reveal significantly impoverished 
and impaired performance. P 

Because physical illness, as well as psychological, is found in 
40-90 per cent of hospitalized psychiatric patients aged 65 and 
older, depending upon the disease,” there arises another area of 
assessment in which the clinical psychologist importantly functions. 
There have been two studies of psychiatric and psychologic data, 
as well as physical health characteristics ( Mensh, 1959; Kidd, 1962) 


° For example, 40 per cent of senile psychotics also have os nee 
about two out of three patients with cerebral arteriosclerosis a eal, = 
and 90 per cent of older patients admitted in acute, toxic, Co 
delirious states, suffer from physical ailments. 
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which indicate that poor physical health may be the precipitating 
cause for psychiatric hospitalization even though there is not 
present in the patient any psychologic disorder. In one large hos- 
pital, for example, 3.5 per cent of the patients showed no illness 
other than physical ill health, among more than 500 patients in the 
psychiatric division of a chronic hospital for indigent aged. 

In the second study (Kidd, 1962), among 100 patients selected 
randomly for assessment, from older patients admitted to geriatric 
wards of a psychiatric hospital or to the geriatric unit of a general 
hospital, 24 per cent of those in the mental wards and 34 per cent 
of those iñ the general wards were “misplaced and ought to have 
been in the other type of hospital.” These misplacements were more 
frequent with patients who were past 75 years of age, in lower 
socioeconomic classes, the single and widowed, and admitted from 
welfare institutions or lodgings. The clinical behaviors associated 
with misplacement were restlessness, disorientation, and impaired 
ability to communicate. 

Thus it is that the diagnostic and assessment techniques and skills 
of the clinical psychologist may provide objective and systematic 
data in many areas of psychological response and in many fields 
of behavior—normal and abnormal, traditional and in the Space 
Age—ranging from the depths of the seas to regions far beyond the 
earth. In the need for physical, physiological, and psychological 
measurement in the widely ranging activities of man, the clinical 
psychologist takes his place with his colleagues in seeking better 
understanding of behavior and environment. 


PSYCHOTHERAPY 


Psychotherapy is not unique for psychology among the varied 
functions and activities of psychologists, but this is not the case in 
research and psychodiagnostic assessment and evaluation. We do 
not mean that there have not been contributions to the field of 
psychotherapy which have the distinctive mark of their psycho- 
logical heritage—notably the nondirective approach of Carl Rogers 
and his students, and behavioral conditioning, both derived spe- 
cifically from personality and learning theories. Rather, psycho- 
therapy is a function shared by many and is seldom unique or the 
property of a single profession, despite the attempts of some to 
pre-empt the field on the basis of the overriding and all-inclusive 
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concept of medical responsibility. In differing forms and depths and 
extents, there are the ameliorating or other efforts toward one or 
more of the common goals of psychotherapy by members of the 
clergy (estimated to be the group with greatest contact and numbers 
of parishioners or pastoral counselors), teachers, social workers, 
nurses, and psychiatrists, as well as psychologists. Since the develop- 
ment of the National Mental Health Act in the United States, there 
have been four traditionally defined mental health professions (the 
latter four listed above), and these have received wide support by 
training and research grants to universities and other institutions and 
agencies. 

There are two generally accepted and major psychotherapeutic 
goals: the reduction or removal of symptoms, and the “restructuring 
of personality,” the latter an ambiguous but widely used phrase, 
perhaps usually identified by the layman, and by some professionals, 
with psychoanalysis. The complex verbal and other behavioral 
exchanges and communications of psychotherapy almost demand 
“learning by doing” and, in fact, the therapist relatively early de- 
velops his own personal modifications of whatever “theory” or 
approach he reports as characteristic of him. One of the phenomena 
of the field is the psychoanalytic influence which was rejected by 
early-day American psychiatry but welcomed by leaders in psy- 
chology. During the past fifty years the evolution has moved the 
emphasis from Europe and Freud’s “Vienna Circle” to America, and 
from his statements on the nonmedical qualities of psychoanalysis 
to present-day analytic institutes. These either do not accept non- 
medical candidates or require a statement that the latter will not 
practice psychoanalysis, accepting them only for research interests 
which may be facilitated by institute training. There also is the 
distinction between the required “didactic” analysis of candidates 
by institute faculty, and therapeutic analysis. F urther, psycho- 
analysts stress that not all of their patients are being analyzed, but 
that some are being treated psychotherapeutically, from a psycho- 
analytic orientation, of course. High status, however, seems related 
to the number of analysands and not merely to the number of pa- 
tients an analyst has in his practice. 

Among social workers and psychologists there also is much 
psychoanalytic influence, usually derived from their formal and 
clinical training, with apparently fewer psychologists than social 
workers committed to the psychoanalytic approach of Freud and 
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his followers. A frequent response to an inquiry about the therapy 
orientation of a clinical psychologist is that he is psychoanalytically 
or, at least, “dynamically” oriented. The latter term generally de- 
notes a modified psychoanalytic approach. 

There are other approaches, besides the psychoanalytic, among 
them the Jungian analytic orientation and the recent surge of “trans- 
actional” and of existential philosophies (May 1953, 1961) as 
theoretical bases for therapeutic maneuvers. An extensive literature 
reporting experiences of therapists of these several persuasions has 
been developed, but the reports primarily have been speculative 
and anecdotal, though the writers have preferred to use such terms 
as “theoretical” and “illustrative cases,” Essentially, there have been 
experiments with some attention to research methodology only by 
the nondirective and behavioral conditioning schools. The psy- 
chological involvements and commitments of psychotherapists to 
their orientations, practices, and traditions have satisfied them but 
not their critics. Even where there has been experimentation in any 
systematic fashion (the emphasis is a measure against the constant 
refrain that every therapist experiments, and the even less support- 
able statement that each therapy hour is a research session), the 
published reports indicate controversy about the findings and, 
especially, the conclusions, Careful reviews of the field suggest that 
these disagreements occur because of the complexity of problems 
inherent in the varied sampling and selection methods by which 
patients come to be treated psychotherapeutically, the unreliability 
of psychiatric diagnostic labels, the wide range of training and 
experience and orientation of psychotherapists, the many “ex- 
traneous” variables affecting both patients and therapists and the 
confounding of these varying effects, and the unsystematic and 
infrequent follow-up of both treated and nontreated patients. 

However, there still remains to be dealt with the many observa- 


only the folklore built up over the decades, or whether perceptions 
the Sypaty individuals are more important than the “realities” 
observed and reported by others (as in the solipsism of Alfred 
North Whitehead), or whether “in fact” there are both ditto 
and long-term beneficial effects of psychotherapy specific to one or 
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another type of therapist or therapy, these remain unanswered 
questions, There is the suggestion that the relationship between 
the two individuals constituting the diad of psychotherapy may be 
the dimension responsible for changes in behavior of the patient, 
or the understanding about one’s behavior which he comes to with 
the guidance of a trained observer, or the subtle and not so subtle 
manipulations of an experienced student of human behavior, or 
the remaking and restructuring of one’s pattern of behavioral re- 
sponse to stress, or the removal of current symptoms so that the 
patient’s personality can fulfill its usual course of satisfactions and 
rewards, Whatever the simple or complex rationale, the practitioner 
and scientist must seek and reliably establish some of the answers to 
some of these questions. To date, the clinician has been far more 
satisfied than the scientist by what he, the practitioner, sees as 
evidence about the course and outcome of psychotherapy. The 
psychologist as scientist has been unsuccessful in demonstrating the 
validity of psychotherapy, but so also has he been unable to design 
an experiment which the psychologist as therapist and other ther- 
apists can accept. Thus it is that psychotherapy continues as a social 
phenomenon, practiced by individuals with varying scientific and 
professional training primarily on middle and upper social class 
members. London (1964) has summarized his evaluation of psy- 


chotherapy in similar vein: 


At the cost of militancy and persistence over many years, the craft of 
psychotherapy has gained a position of eminence in our society. Its 
professors and practitioners, once contemptuously regarded as eccentrics 
mumbling arcane obscenities at the fringe of medicine, have advance 
from relative obscurity to chairs of eminence and couches of opulence in 
the finest universities and neighborhoods in the Western World. America, 
with its mixed traditions of hospitality toward all a 
novelty and of personal self-seeking, has been the kindliest of hosts to this 
endeavor. 

But there are reasons to think that psychotherapy has gained more of 
social respectability than of intellectual integrity. A detailed examination 
of the surfeit of schools and theories, of practices and practitioners that 
compete with each other conceptually and economically, shows vagaries 
which, taken all at once, make unclear what it is that psychotherapists do, 
or to whom, or why. 

If these remarks are critical, they a 
tive, but are mainly intended to imply that psychoth: 
careful analysis and articulation than it sometimes 
best used only when it is most understood. 


re not meant to be hostile or destruc- 
erapy requires more 
gets, for it can be 
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Psychotherapy has been explored, moreover, by psychologists as 
scientists as well as psychologists as clinicians. Not only have there 
been significant contributions in terms of methodology and the 
process of therapy, but there also have been attempts at evaluation 
of both the process and outcome of psychotherapy. 

Although the preceding pages have related the essential similarity 
of the psychotherapeutic practice of clinical psychologists to therapy 
by other mental health specialists, there are a number of approaches 
unique to psychology in their origins. Modifications of these have 
appeared in therapy by other than psychologists, but this part of 
the domain of psychotherapy remains primarily psychological. Two 
major directions, in addition to the recent flurry of interest in trans- 
actional and existential interpretations and perceptions, lie in (1) 
the nondirective, Rogerian (Carl Rogers, 1942, 1951) approach and 
(2) learning principles as bases for the psychotherapeutic process. 

Rogers and his students have for two decades freely published the 
theoretical bases and practical procedures, as well as systematic 
evaluations (Rogers and Dymond, 1954) of process and outcome, 
for their kind of therapy. Because this developed and has flourished 
in the counseling relationship, the term client is used rather than 
patient. This distinction also marks the special character of the 
Rogerian school: the creation by the therapist of a climate of 
acceptance and understanding in which the client explores his 
ways of behaving. Further, there is not intervention by the therapist 
nor “deep” interpretation. Instead, his goal is to use an emotional 
climate of acceptance and respect in which reflection and other, 
primarily nondirective, techniques of the therapist enable the client 
to better understand himself and others. 

An even greater influence specifically traceable to psychologists 
is in the application of learning principles to psychotherapy, pri- 
marily conditioning techniques. Thus, the clinical psychologist 
trained in the traditional experimental program of a graduate school 
may feel at home in introducing conditioning methods for modifying 
behavior and describing his operations and the response character- 
istics of his patient. Mowrer (1950), for example, has translated 
avoidance conditioning and reinforcement patterns from lower 
animal studies into psychotherapeutic techniques. Earlier, Pavloy 
and his students had used their conditioning studies with adults, 
children, and mentally retarded subjects, with practically no varia- 
tion in method from that developed on dogs. Today, the status of 
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learning theory and principles in psychotherapy is excellently pre- 
sented in a review of behavior therapy by Grossberg (1964). 

He surveyed the reports of studies by some fifty investigators, 
classifying the procedures as aversion therapy (counterconditioning 
or punishment, conditioning avoidance response, negative reinforce- 
ment, conditioned anxiety-relief responses), negative practice (ex- 
tinction, reactive inhibition), operant conditioning (reward, positive 
conditioning), reinforcement withdrawal or extinction, and desensi- 
tization (counterconditioning, reciprocal inhibition, graded stimulus 
situations). Grossberg concludes the following from his review: 


The questionable effectiveness of traditional psychodynamic psycho- 
therapies and the development of brief new treatment techniques derived 
from modern learning theory have stimulated interest in applications of 
conditioning procedures to behavior disorders. A review of this literature 
revealed that behavior therapies have been applied to many neurotic and 
psychotic disorders, and have been most successful with disorders involv- 
ing specific maladaptive behaviors. Conditioning procedures were highly 
effective with phobic reactions, anxiety reactions, enuresis, stuttering, and 
tics, but disappointing with alcoholism and some sexual disorders. Cures 
seemed long-lasting, with remarkably little evidence of the symptom sub- 
stitution predicted by psychodynamic depth theories. Behavior therapy 
offers promising opportunities for the application of well-established psy- 
chological principles to the treatment of maladaptive behavior. 


Though many interpretations of the process of psychotherapy 
have been offered, the learning model based upon classical condi- 
tioning, either verbal or operant, satisfies clinical psychologists who 
function in the field of “experimental psychopathology.” The practi- 
tioner clinical psychologist does not share this orientation, either 
because of his psychoanalytic or “dynamic” bent or because he is 
critical of the laboratory atmosphere of behavioral conditioning. 
The proponents of these therapeutic techniques argue the similarity 
of the psychotherapeutic hour with the conditioning session in 
which the therapist explicitly induces verbal or other behavioral 
change by reinforcing specific behaviors. The latter suggest that 
they make specific the stimuli and reinforcers which the practition- 
ers veil in such descriptions as insight and relationship. Since the 
therapeutic hour is an occasion for verbal and nonverbal communi- 
cation, the controversy finds each side vigorously defending its 
rationale. 


Verbal conditioning studies, apart from the other behavioral con- 
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ditioning research reviewed by Grossberg, first were suggested by 
Humphreys (1939) in his description of the acquisition and extinc- 
tion of verbal expectations. Present-day studies usually are traced, 
however, from later work reported by Greenspoon (1955) and 
Verplanck (1955). Comprehensive reviews of verbal conditioning 
studies have been made by Krasner (1958) and by London and 
Rosenhan (1964). Krasner found that most of the studies which 
were designed to alter responses in the interview situation by 
means of reinforcing behavior of the interviewers reported success 
in these manipulations. From his review of thirty-one such studies, 
he arrived at the following conclusion: 


If future results in this area confirm the indicated trends, it might be 
concluded that all psychotherapy is to some extent directive in nature. 
The therapist uses cues, often without his own awareness, to modify, 
control, guide, or manipulate the patient's verbal behavior. This mode of 
subtle communication can probably be offered as a means of understand- 
ing how the therapist’s own theoretical explanation of the dynamics of 
personality and of psychotherapy are transmitted to the patient. 


COMMUNITY MENTAL HEALTH PROGRAMS 


These programs are not designed to replace but to supplement 
traditional hospitals and clinics, and also to increase the preventive 
possibilities of programs and the numbers of community persons 
who can be reached. As part of a developing national orientation 
toward broad community mental health programs, clinical psychol- 
ogists have been drawn into this new field along with their 
colleagues in the other mental health professions. The first formal 
recognition within psychology, of this new direction, appeared in 
the 1955 Palo Alto Conference on Psychology and Mental Health 
(Strother, 1956), following early mental health legislation enabling 
the National Institute of Mental Health to provide the financial 
and psychological stimulus for state and local community mental 
health programs. The late President Kennedy’s interest and congres- 
sional action in 1964 further extended these concepts and programs, 
embodying the recommendations of the Joint Commission ( Ameri- 
can Psychological Association and American Psychiatric Association ) 
on Mental Illness and Health (1961). 

Through federal matching grants and technical assistance to state 
mental health authorities, community programs are stimulated and 
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developed by the respective states, varying as a function of their 
needs and problems, and their resources. Carter, Chief Clinical 
Psychologist of the Community Services Branch of the National 
Institute of Mental Health, has summarized (1957) responsibilities 
and activities at the state and local levels: 


A state-wide program of community mental health includes responsi- 
bilities in three broad areas of activities: (1) the promotion of mental 
health by assisting people in the acquisition of knowledge, attitudes, and 
behavior that will foster, maintain, and improve their mental health; (2) 
the prevention of mental disorders by control of biological, interpersonal, 
and social factors that jeopardize mental health; and (3) the restoration 
to health of those persons with mental disorders by providing treatment, 
after-care, and rehabilitation services. 

It is obvious that no one state agency by itself can carry out all activi- 
ties in such a program for a whole state but must rely heavily upon 
other state and local agencies, both public and private. Accordingly, 
responsibility for activities in each of these three areas is usually divided 
among several different state agencies and in no state is there any one 
agency exclusively responsible for all activities in all three program areas. 

. . . At the local level, all national, regional, and state mental health 
program resources come to focus on the ultimate consumer who lives 
in large and small urban and rural communities with wide geographical 
and cultural differences. Communities differ so widely in their mental 
health service needs and problems, in their financial and community 
organizational resources, and in their opportunities for developing mental 
health services, that it is difficult to generalize about local mental health 
programs. 

A few of the larger and well-organized communities have comprehen- 
sive mental health programs as described earlier at the state level. 
Many communities with populations in excess of 100,000 have developed 
a variety of mental health activities—principally mental health clinics, 
professional services in different settings, such as in schools and courts, 
and public educational services. As yet most small towns and rural areas 
are without mental health services save those which may be available in 
nearby larger population centers or in state facilities. 


The primary new role of the clinical psychologist in this expand- 
ing concept of community mental health programming is as con- 
sultant, This role is so new that there has been but a single training 
program (Caplan, 1961, 1964) designed specifically to train mental 
health consultants. The scores of clinical psychologists and other 
mental health professionals in these new programs have thus had to 
learn “on the job,” which is a situation not new to the clinical 
Psychologist, as was suggested earlier in the adaptation of psychol- 
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ogists to the demands of World War II. Further, although for many 
years clinical psychologists have been employed by schools, juvenile 
courts, and various community agencies and institutions, they have 
functioned in direct service as diagnosticians and therapists. The 
consultant role in community programs is a very different one, 
consisting of interactions primarily with professional and adminis- 
trative staff rather than with direct patient or client contact. 

This new role has developed because of the recognition and 
acceptance of the hard facts of the supply and demand situation in 
communities throughout the country. The mental health professions 
cannot meet the demands of communities because of the relatively 
small numbers of professionals and the long period of training 
thought necessary to produce a fully trained and competent nurse, 
psychiatrist, psychologist, or social worker. Instead, it may be pos- 
sible to use the motivations, orientations, and interpersonal skills of 
school teachers, probation officers, prison officers, and housewives 
and other nonspecialists in direct service demand situations. Reiff 
and Riessman (1964) have aptly called these latter “the indigenous 
nonprofessional.” In a number of communities, such programs of 
training and service have developed, and there has been evaluation 
of certain of these new programs (Flint and Rioch, 1963; Rioch 
et al, 1963). In these situations, the clinical psychologist and his 
consultant colleagues provide information and direction and gen- 
erally serve as resource persons to mental health workers whose 
training and experience are less than that possible in the current, 
typical programs for the mental health professional, 

In this relationship, definition of the consultant role is paramount 
and the consultant must guard against slipping into the traditional 
role of diagnostician and psychotherapist in a direct service relation- 
ship. The consultees also must be trained for their roles in this new 
relationship, and among the obstacles to the practice of community 
consultation are the expectations and anticipations of those who 
seek and receive consultation that the consultant will deal directly 
with cases and situations brought to the conference discussion, What 
must be taught and learned in this new field of consultation is the 
significance of stressing principles of action and diagnosis and treat- 
ment, not the specifics of cases and situations, These specifics may 
be used in illustration, the more sparingly the better in order to 
avoid the trap of direct service by a consultant, wh 


ich is an expen- 
sive and inefficient utilization of consultation, 
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This consultant concept is so new that clinicians are wary and 
critical, still concerned with the one-to-one relationship in which 
they have been trained and typically practice. A common complaint 
relates to the lack of interpersonal contact with patients or clients, 
for few clinicians are satisfied with “blind” diagnosis—that is, they 
want to see the individual first. Once, however, the clinician-con- 
sultant has learned how to behave as a resource person, drawing 
principles of behavior and recommendations from his clinical train- 
ing and experience, and the consultees also have accepted the value 
of such a consultant relationship, communication is possible. Now, 
a single consultant may be available to a score or more consultees, 
and through these, admittedly indirectly, to numbers of patients and 
clients whose behavior he could never have attempted to modify 
because of the weight of sheer numbers, even were he to see all of 
them in group situations. 

The consultant concept in the perspective of new community 
mental health programs is very different from the older consultant 
arrangement. In the latter, professionals brought to a consultant 
conference difficult problems of diagnosis and treatment, often the 
patient was seen, and the consultant’s time was spent in deciding 
upon specifics of diagnosis or treatment or assisting the conference 
group in these decisions. The difference between discussions of cases 
and discussions of principles has produced an availability of spe- 
cialized consultation on a scale never before possible, and has 
reached into community programs which formerly could not exist 
because of the too great demand or lack of community acceptance. 
The latter problem has been an especially troublesome one in labor 
and low income groups, social subcultures whose psychological and 
financial economy have not included the attention to mental health 
which has become a part of the thinking of middle and upper 
income groups. The acceptance by these two groups of the impor- 
tance of psychological factors in health and illness provides a 
context for individual, group, and community programs which does 
not exist among labor and low income groups. 

The best series of studies of these issues has been carried on by 
Reiff and his co-workers (1963, February 1964, November 1964) in 
the Mental Health Program of the National Institute of Labor Edu- 
cation. They have analyzed the utilization of mental health services 
by this large sector of our population, labor and low income groups, 
and the organization and characteristics of community mental health 
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services required for the special needs of these groups. Further, 
they have evaluated some of the specialized techniques and ap- 
proaches to these people which have developed in community 
programs. Most recently, Reiff and Reissman (1964) have developed 
“a strategy designed to meet the manpower and programmatic 
crises that face the new community action and community mental 
health programs. It is a systematic analysis of the need for and the 
use of indigenous nonprofessionals as ‘bridgemen’ between the pro- 
fessional worker and low income people.” 

Without the introduction of the new concept of consultant and 
consultation briefly sketched above, mental health programs for the 
great numbers of low income persons could not be possible except 
for hospitalization in state institutions, Few preventive possibilities 
and only infrequent early identification of maladjustment could exist 
because of manpower shortages of trained professionals and the 
attitudes of lower income groups toward mental illness and tradi- 
tional methods of diagnosis and treatment. We are only in the 
beginning stages of new concepts and their application in practice 
in community mental health programming. 

Finally, community mental health programs and research have a 
Scope comprehending more than the traditional four mental health 
disciplines of nursing, psychiatry, psychology, and social work. The 
other biological, medical, and social sciences have made contribu- 
tions to community health and will become increasingly important 
in our complex society. Further, such programs demand sophistica- 
tion also in administration and epidemiology, and the involvement 
of other professions—notably education and religion, 

Various attitudes toward community mental health programs 
have been demonstrated. These range from the position that such 
programs are not possible because the society and its demands are 
such that autonomy of individuals and agencies is the paramount 
consideration, to the attitude that mental illness is a medical prob- 
lem solely or primarily within the domain of psychiatry and medi- 
cine. There also is the opinion that public health strategy is 
impractical as well as poorly conceptualized. Theories, practices, 
research studies, and evaluations abound in varying degree, with 
practices most prominent, theories next most prevalent, and research 
studies and evaluations, in that order, trailing off at low order third 
and fourth places. The practitioner is horrified at the “enormous 
waste” of funds expended in research, the theoretician valiantly 
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strives to compete in a field of theories in which no single theory 
has proved adequate, the evaluator finds it difficult to get financial 
or even psychological support for programs which systematically 
and critically evaluate service programs, and the public-health- 
oriented clinical psychologist can point with pride to the accomplish- 
ment of better health and greater longevity which has been achieved 
not through the day-to-day practice of health specialists but-through 
the development and application of public health principles and 
practices. The history of health clearly shows how sanitation and 
epidemiologic understanding, and not the practitioners’ ministrations, 
have been responsible for the gains in health programs over the 
decades. In his own areas of contact, the clinical psychologist recog- 
nizes that understanding and treatment of alcoholism, delinquency, 
mental retardation, and the neuroses and psychoses have come 
primarily from research investigations of diagnosis, treatment, and 
outcome. 


CLINICAL PSYCHOLOGICAL RESEARCH 


Clinical psychology has moved in a number of directions during 
its development and growth, and its applications often have been 
in the professional practice area. Yet, primarily because the basic 
training of the clinician has included a strong research emphasis, 
culminating in the research dissertation as one of the requirements 
for the Ph.D. degree, research continues to dominate the activities 
of many clinical psychologists and to be at least a matter of concern 
with the practitioner group. Though clinical psychology has had 
many critics, especially as it became more visible in the scientific, 
professional, and general communities, perhaps the severest critics 
have been among psychologists, Meehl [6] ° and Holt [7] illustrate 
some of these criticisms. 

The very process of psychological test standardization emphasizes 
this criticality. After an initial try-out of test items selected from a 
large pool of items, there is further refinement of the items them- 
selves and a selection from among them as a function of the prelim- 
inary data. Items which have appeared to be ambiguous to the 
subjects or which do not discriminate with respect to the criterion 
selected by the test author are eliminated. Those which do not 
demonstrate reliability by internal consistency checks or in test- 
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retest studies also are dropped. These processes continue with in- 
creasing sampling until stability is achieved—that is, successive 
sampling yields comparable distributions of responses, and criterion 
studies indicate satisfactory validity. Widely used tests with back- 
grounds of a generation or more of use by clinical psychologists 
represent an evaluation based upon clinical and statistical studies 
of many thousands of subjects. These individuals constitute samples 
of an enormous range of social and personal behavioral character- 
istics, and their test responses tell us much about the test instruments 
as well as about themselves. 

For example, the Wechsler Intelligence Scale for Adults, formerly 
the Wechsler-Bellevue Intelligence Scale, has developed over the 
past thirty years through several alternate forms and revisions. The 
initial samples for test standardization have been widely and sys- 
tematically extended, and the history of the test now includes its 
use, in parts of the scale or in its complete form, with nearly twenty 
million individuals. The even older intelligence test, the Stanford- 
Binet, has a similar developmental history, as has the Minnesota 
Multiphasic Personality Inventory and such projective techniques 
as the Rorschach and Thematic Apperception Test. 

With intelligence as only one area of personality, albeit an 
important one, so-called intelligence tests have been applied to 
clinical samples as well as to normal ones. Typically, baselines are 
established by experience with successive samples of normal indi- 
viduals. Then, experiments with well-defined clinical samples extend 
the range and application of the specific instrument for use by the 
diagnostician. Depending upon the characteristics of the disorder, 
various tests or subtests may be diagnostic because of the vulnera- 
bility of the thinking or other response of the individual to certain 
stimuli. A schizophrenic patient who may retain relatively good 
psychological organization may be diagnosed by his responses to 
vocabulary items which trigger highly personal associations, or by 
his responses to pairs of items in the Similarities scale which suggest 
his preoccupations and disturbed thinkng. An antisocial delinquent 
may be identified by his egocentric, personal-gain-oriented responses 


to items of personal and social comprehension and his disregard of 
the needs and satisfactions of others. 


In research with assessment instruments and situa 
has been given primarily to their dia 
ities. Such studies frequently have in 


s tions, attention 
gnostic and prognostic capabil- 
dicated the inadequacies of the 
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assessment devices, and remedies have been developed which 
depended primarily upon improving reliability and extending 
sampling range. Both are very necessary and worthwhile approaches. 
However, clinical psychology’s history and experience now has 
afforded another avenue for the improvement of assessment. For a 
long time, and especially in the area of mental health and illness but 
also true for selection of personnel and other applications, there 
has been an awareness of the inadequacy of our information about 
the criterion behaviors which assessment devices are designed to 
predict. The diagnostic label of schizophrenia unfortunately is not 
reliable from one psychiatric center to the next or even within the 
same center, because of the range of behavior which may constitute 
the disease. The recent history of diagnosis has included such labels 
as schizophrenia, schizoid, and schizo-affective, in attempts to 
encompass the concept. 

A similar situation exists with assessments of organic brain 
damage, mimicking as it may certain functional disorders and often 
including, to the puzzlement of the clinician, elements of organic 
brain dysfunction and the psychological reaction of the patient to 
the impairment, This is no easy task, to disentangle the two classes 
of reaction and suggest localization of the condition and treatment. 
And it is not only in disease states that assessment research must 
function to provide reliable and valid discrimination for the clinical 
psychologist and his colleagues from related disciplines. Studies of 
personnel selection also have pointed out the need for criterion 
studies. Dramatic examples in the selection of agents for espionage 
during World War II illustrate (Office of Strategic Services, 1948) 
that diagnostic assessments of personality response patterns may 
be relatively complete and essentially reliable and valid for many 
situations which the agents selected later may meet. But there 
remained special constellations of situations, their stimuli, and 
response characteristics of some of the agents selected which were 
not predicted during the assessment studies because they were not 
known, an understandable deficit in wartime. The result was a loss 
of agent and failure of an operation which otherwise may have 
aided the Allied cause. 

Even closer to home, in time as well as function, the selection 
of students for medicine and for such specialties as clinical psychol- 
ogy and psychiatry has been faced with the lack of criterion studies. 
What makes for an effective, efficient, satisfied, and satisfying 
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physician or psychologist? Assessment studies and follow-up studies 
of career activities suggest that the main deficit in the conceptuali- 
zation of criterion performance has been the implicit or explicit, and 
perhaps yearned for, understanding that there is a single criterion 
of success which we are predicting. Hard clinical experience and 
statistical methods, such as factor and other analyses by modern 
computers of the complex criterion data—in addition to the complex- 
ities of the predictive data—now clearly indicate that criterion studies 
must assume multiple criteria of success, and that there is not a 
single criterion to which we may happily predict from our assess- 
ment methods. 

In such assessment studies, success may be gauged by ratings, 
peers, senior observers, or others. These ratings may be variously 
based upon personal, social, financial, scientific, or professional 
criteria, One rater may value success in terms of patient satisfactions 
and observations, another in terms of financial or social success, 
another in terms of the scientific contributions of the individual, and 
still another in terms of the recognition reflected in activities in 
scientific and professional societies. The academician and the prac- 
titioner may require different criteria for evaluation although there 
is controversy even here. It has been a far simpler procedure to 
analyze industrial jobs and to specify criteria of performance than 
has been possible to date in the selection and evaluation of scientific 
and professional personnel. Recent advances in studies of the latter 
groups have come only with the understanding of the multiplicity 
of criteria in the performance patterns and success of the scientist 
and the professional. 

Another area of complexity has been in the area of assessment of 
psychotherapy. This has been entirely the domain of the clinical 
psychologist even though he functioned often within the psychiatric 
framework. If, in fact, “Psychotherapy is an undefined technique 
applied to unspecified problems with unpredictable outcome” 
(Raimy, 1950), it is easy to see the enormity of the problem. The 
evaluation of therapy by the therapist—his subjective impressions 
are, unfortunately, typically reported—obviously leaves something 
to be desired. More objective, systematic, and rigorous assessment 
may have some scientific value, methodologically if not substantively. 

Most studies have been focused on the process of Psychotherapy, 
but many fewer on the long-term effects or outcome of the process. 


Process studies involve (1) naturalistic observations and systematic 
a 
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methods for recording and analyzing the observations and (2) the 
introduction of experimental conditions into the therapeutic process. 
Very little research has been of the second kind with the exception 
of that by Saslow and Matarazzo (1959) and the studies involving 
behavioral conditioning. The nondirective process approach of 
Rogers and his students represents the introduction of specialized 
methods of interaction into the therapeutic interaction, but there is 
not the programmed pattern of stimulation in these methods which 
is integral in the other investigations. Further, until the introduction 
of electronic recording techniques and one-way vision screens, and 
even with these, many traditional therapists argue that the thera- 
peutic interaction cannot be studied if it is interfered with by any 
observational method. Since ethical considerations demand that the 
client or patient be told if he is being observed or his interview 
recorded, the argument is that the unique therapist-patient relation- 
ship is involved and thereby modified. If this position were held by 
all therapists, there could be no learning or systematic study except 
through the selective recall and instruction of practicing psycho- 
therapists. The scientific method fortunately has succeeded so well 
in our society that the range of interaction from the psychoanalytic 
hour to the nondirective interview now has been explored, with 
credit and honor to Rogers and his students for first intensively and 
extensively exposing the mysteries of psychotherapy and counseling 
to systematic study. These studies of the psychotherapeutic process 
have been extended during the past decade and more, in spite of 
“the notion that by the very act of measurement one distorts the 
data one is seeking to measure” (Parloff and Rubinstein, 1959). 

In addition to the studies of process and outcome, utilizing inter- 
action and content variables of the psychotherapeutic interpersonal 
situation for the former and follow-up studies for the latter, there is 
yet another field of study. The obvious relations of psychological 
and physiological variables in the human organism (Lacey, 1959) 
pose the challenge to study these interactions as well as the verbal 
and other behavioral phenomena of psychotherapy. The autonomic 
nervous system and motor responses, perhaps, may afford more ob- 
jective sites for measuring therapeutic effects than complex per- 
sonal and social behaviors. This is the hope and expectation of the 
physiologically oriented psychologist. Tensions and other reactions 
to stress are mediated through the autonomic nervous system, and 
a more complete understanding of the therapy process and its effects 
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may be had if the physiological and psychological responses are 
studied. The layman is best acquainted with the psychophysiology 
of behavior through reports of the dramatic use of the “lie detector. 
Refined measures, longer periods of observation, and more syste- 
matic inventory of stimuli and the subject’s responses provide data 
which seldom are available to the operator of the lie detector with 
his polygraph recordings of but a few response patterns during a 
relatively brief test period. 

Psychophysiological studies also have provided data on the thera- 
pist as well as the patient, and on both together. These studies have 
especial importance historically as well as substantively. In the early 
days of research on therapy, the focus was the patient or client. A 
later phase centered on the therapeutic situation and interactional 
process, and this introduced the third phase of study in which the 
therapist was central. Today, therapy research recognizes the three- 
way complex of patient, therapist, and the interactional patterns of 
the diad. In studies of group psychotherapy, the patterns include 
every possible pairing of the individuals in the group, both of 
patients and therapists ( frequently there are co-therapists), in a 
complex situation requiring analyses of pairings and of the network 
of participants. Methodology from social psychological research in 
communication has provided useful approaches to such studies of 
individual and group psychotherapy. i 

As one reviews the psychological, physiological, and social vari- 
ables and parameters in the complex behavior represented in psy- 
chotherapy, the difficulty in developing rigorous, controlled, and 
systematic studies appears paramount. Presumptive and other evi- 
dence of behavioral changes associated with psychotherapy in 
various forms and under varying theoretical orientations hardly 
support the conclusion that a particular theory or therapeutic ma- 
neuver or method was responsible for altered responses. Perhaps the 
more specific characteristics of behavioral conditioning are less 
subject to this generalization, but even here the review by Gross- 
berg, cited previously, induces caution. 

The possibility of the kinship of psychotherapy with the placebo 
effect has been suggested by Rosenthal and Frank (1956), following 
their participation in studies of the effectiveness of drugs on the 
symptomatic distress of psychiatric outpatients. Studies of placebos 
regularly report significant reductions in stress or į 


n other symptoms, 
whether these are related to physical or psyc 


hological states. A 
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caution is necessary, however, in that there also are numerous reports 
of toxic and other distressing and undesirable reactions to the inert 
substances of placebos, just as psychotherapy may result in crisis 
reactions by the patient. 

Rosenthal and Frank propose four conditions for “optimal” re- 
search in psychotherapy: 


1. A theory of personality and psychological distress (neurosis, malad- 
justment, etc.). 

2. Predictions of effects in the patient or client consequent to psycho- 
therapy, in accord with the theory. 

3. Demonstration of a relationship between the predicted effects and 
some criterion of improvement. 

4, Demonstration that the predicted effects and their relationship to 
the improvement criterion are not due primarily to the patient’s convic- 
tion that therapy will help him. This will permit greater confidence that 
the relationship found is specific to the therapeutic technique derived 
from the theory. 

Ideally, these conditions should obtain both for process and outcome 
research. There seems to be general agreement with regard to the first 
two conditions although MacKinnon . . . has some reservations about 
beginning with a theory rather than a hunch. Gordon et al. . . . have 
come to question the third condition, at least with respect to a “global” 
criterion of improvement. 

The fourth condition has not been met in any research of which we 
are aware. It is not possible to set up an experiment precisely analogous 
to comparison of a medication with a placebo because there is no such 
thing as inert psychotherapy in the sense that placebos are pharmaco- 
logically inert. However, it may be possible to study the possible specific 
effects of any particular form of therapy by the use of a matched control 
group participating in an activity regarded as therapeutically inert from 
the standpoint of the theory of the therapy being studied. That is, it 
would not be expected to produce the effects predicted by the theory. 
The “placebo psychotherapy” in this sense would be analogous to placebos 
in that it would be administered under circumstances and by persons such 
that the patients would expect to be helped by it. 


Finally, the nonspecific character of psychotherapy emphasized 
by Rosenthal and Frank also intrudes into another area of clinical 
psychological research, one closely associated with psychological 
distortions in perception and ideation, physical symptoms, and 
psychotherapy. This field of research is in the study of hallucinogens. 
These are drugs which induce changes in physical and psychological 
states, apparently from the pharmacological toxic effects, but they 
obviously involve more than these biochemical effects. However, 
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these effects are nearly as much in question as are the etiologies 
of the psychological changes. Certainly, the latter are nonspecific 
to the drug effects of the hallucinogens, as pointed out by Unger 
(1963). 

Although there has been a recent flurry of interest and reawaken- 
ing of reports on the hallucinogens, their history is ancient and the 
range of drugs wide and varied. For example, there is the centuries- 
old use of plants by North and South American Indians for promot- 
ing visions and for initiation and religious ceremonies. Also, in the 
seventeenth century, during the 1676 Bacon’s Rebellion there were 
reports of plants of the James-Town Weed (colloquially known as 
Jimson Weed) which were boiled and eaten after which “they [the 
colonists] turn’d natural Fools upon it for several Days.” More 
ecstatic testimonials were reported by Thomas DeQuincey in his 
Confessions of an English Opium Eater: “Thou hast the keys of 
Paradise, oh just, subtle, and mighty opium!”; by S. Weir Mitchell's 
“many-splendored visual experiences” (from mescaline); by Aldous 
Huxley's “life-enlarging sojourn in the Antipodes of the mind,” 
following ingestion of LSD; and by “the comfort, healer, guide, 
great teacher” of the Southwest United States Indians represented 
in their peyote (cactus) religion, 

Studies of three major hallucinogens—mescaline, lysergic acid de- 
tivatives, and psilocybin (“magic mushroom”)—show no unique 
reactions among them; the subjective effects are essentially similar. 
There are invariant drug reactions which include changes in form, 
light, and color in visual experiences; depersonalization or distortion 
of body image; and retrospective impressiveness of the drug experi- 
ence. However, in understanding the relation of the variability of 
the many reactions, other than the three classes reported, to the 
nonspecific nature of psychotherapy, it is important to observe these 
variations in response. Some subjects report their willingness to 
repeat the drug experience, and others do not. Psychoanalysts report 
that their patients relive childhood experiences, Jungian analysts 
observe their patients in “transcendental” experiences, and university 
students struggle with age-old paradoxes, such as the meaning of 
meaning. The generality of these variable reactions is the influence 
of the environmental setting (specifically, the orientation and expec- 
tation of the therapist or investigator and the subject re the drug 
experience), as well as the positive or negative, subjective nature 
of the experience (Unger, 1963). Such varying phenomena, though 
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drug-induced, are much akin to the nonspecific characteristics of 
psychotherapy. It is in this area of research that methodology must 
be devised to render psychotherapeutic maneuvers more definable 
and precise, and to develop ways to effectively study the therapist, 
the patient, and the therapy process. 


CHAPTER 


New Directions 


in Clinical Psychology 


SCIENCE AND PROFESSION 


The origins and development of clinical psychology have been 
strongly rooted in the parent field of psychology as science. How- 
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education and employment of the personnel (Project B). Among the 
many questions for which answers were sought in these studies 
were such significant ones as are there differences between psychol- 
ogists whose research productivity has been high, in experimental 
fields, and those with similarly high productivity in industrial or 
clinical psychology? Are there differences in attitudes and values, 
or only in fields of interest? Which psychologists are engaged in 
predominantly psychological work? 

These searching studies (Clark, 1957) were conducted with the 
full recognition that the changes in psychology were occurring 
against the background of changes in American science, changes 
associated with technological developments, national and interna- 
tional relations, and manpower shortages in the sciences and profes- 
sions. Psychology and psychologists were not undergoing growth 
pains unique to their science and profession, nor could they be 
insulated from the changing scene. There was a central problem 
on which to focus, however. It was “the nature of the personal and 
environmental factors influencing the research productivity of psy- 
chologists. Two subsidiary problems then needed to be studied: 
What influences prevent high quality students from continuing their 
training through the rough to the Ph.D. in psychology? And, what 
attractions draw potential research psychologists into other areas 
of endeavor as, for example, into clinical or counseling service 
functions?” 

The data for answering these questions came from studies of 
three samples of research psychologists rated as significant, sub- 
stantial, and nonsignificant contributors; studies of recent entrants— 
into psychology; comparisons of job activities, interests, and moti- 
vations of Ph.D,’s in various areas of psychology; follow-up studies 
of B.A. and M.A. students in psychology; a survey of support for 
psychological services in four communities; and a survey of attitudes 
and interests of first-year graduate students. The rationale for these 
several parts of the project relate to the problems under study. 
That for the service part is particularly relevant for clinical and 
industrial psychology: 


The field of psychology has become in recent years much more of a 
service profession. The rapid growth of clinical psychology as a field, 
the increased use of industrial consultants, and of psychologists employed 
in industry, the increased attention to mental health problems in various 
welfare agencies, have been in large part responsible. This growth with 
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its accompanying offers of high financial reward has probably drawn off 
from research activities persons who might otherwise have berum 
significant contributors to psychological science. In addition, this increase 


professionalization has required a re-examination of training programs in 
psychology. (Clark, 1957) 


The increased professionalization is reflected in a number of ways. 
The divisional structure of the APA, permitting an easy identifica- 
tion of interests, has for some years shown largest numbers in the 
Division of Clinical Psychology—nearly 3,000 of the 24,000 APA 
members in a ratio of clinical to experimental—representing a marked 
shift from the ratio prior to World War II. Though membership in 
several divisions makes for less precision than would be true if 
membership in only one division was permitted, it is significant that 
the specifically applied divisions (Clinical, Consulting, Industrial, 
School, Counseling, Public Service, Military, Engineering, Psycho- 
logical Aspects of Disability, and Consumer Psychology) contain 
about 45 per cent of all division members, This is a conservative 
estimate since certain other divisions also may have a high propor- 
tion of applied psychologists—for example, Evaluation and Measure- 
ment, Developmental, Personality and Social, and Maturity and 
Old Age. Further, there has been the suggestion that about one-third 
of all APA members may at some time serve as consultants or other- 
wise function as applied psychologists, even though their primary 
position is experimental or academic, or both. 

More certain criteria of professionalization appear in the develop- 
ment of APA’s code of ethical practices. These are the evaluation of 
graduate programs in universities and in training facilities by APA's 
Education and Training Board: licensing or certification legislation 
in nearly half of the states in the United States; a public information 


specialist in APA, and public information committees in most state 


psychological associations; specialist boards for qualifying clinical, 


counseling, and industrial psychologists; employment of psychologists 
in local, state, and national administrative 
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These criteria mark the relatively recent professionalization of 
clinical and other applied psychology. The data of Project B showed 
a number of similarities among psychologists although they practiced 
in various speciality fields: “. . . all groups have characteristics of a 
profession of recent origin, drawing its members from various 
sources, providing considerable opportunity for upward mobility, 
showing substantial activity in their professional organization, the 
APA, and maintaining equally high levels of information through 
journal reading and professional contacts.” 

The science versus profession distinction appears, however, in 
both places of employment and patterns of activity. The clinical 
psychologist was found in Project B to be in private practice, 
hospitals, or governmental agencies, with only about one-third in 
academic settings. His colleague in industrial psychology also 
frequently functioned in applied settings, but as many were em- 
ployed in academic institutions as in private industry, About 50 per 
cent more industrial psychologists were in teaching than was true 
for clinical psychologists. Further, the amount of time spent in re- 
search, the criterion activity and area of science, discriminated 
among the specialty groups. Greater range and diversity of activity 
existed in the applied fields, as would be expected, but this increase 
in range and diversity was at the expense of time spent in research. 
The greatest amount of research time was spent by those in experi- 
mental and physiological psychology, and personality and social 
psychology, with industrial psychology close behind. Educational, 
developmental, and clinical psychologists were behind their fellow 
groups in the amount of time spent in research. 

Of further interest is the variable of attendance at national, 
regional, state, and local meetings. The applied psychologists attend 
the state and local meetings in greater number than their academic 
colleagues, and it is at these meetings that professional programs are 
found. Such content is rare in regional meetings, and it is only 
within the past several years that professional topics have occupied 
much time at the annual APA meetings. 

Reports of interests and motivations reflected other differences 
among the respondents in Project B. Psychologists in experimental 
and physiological fields 
were considerably less attracted by opportunities for working with indi- 


viduals or groups, and for the application of psychological techniques 
than were other psychologists, but were somewhat more influenced by 
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hearing or reading about research in this field. Clinical psychologists 
reverse this picture, being attracted to psychology less by research reports 
than by prospects for working with individuals or understanding them- 
selves. Interest in the quantitative analysis of psychological data also dif- 
ferentiates psychologists in personality, social and clinical from those in 
general, experimental, educational, developmental, and industrial. 


Thus, more than a decade ago, there were significant differences 
among the members of various specialties of psychology, with 
clinical psychologists more unlike their fellow psychologists than 
any other single group. Their professionalization also has been 
characterized by the more rigorously defined academic and training 
programs, evaluated by the APA’s Education and Training Board— 
an evaluation not done with any of the several specialties other than 
industrial and counseling psychology. 

The continuing development of clinical psychology as a profession 
(but with elements of its scientific heritage prominent during the 
years of education and training of young clinicians and persisting 
into the careers of many of these) occupied the minds and time of 
many leaders in the field and, variously, the national, state, and local 
organizations. The summation of developments and concerns is 
best represented in the 1965 Preliminary Report of the APA Com- 
mittee on the Scientific and Professional Aims of Psychology. This, 
too, is a “Clark committee” report, as was that for Project B. Be- 
tween the beginning of the first study in 1952 and the 1965 report, 
APA established two boards: the Board of Scientific Affairs and 
the Board of Professional Affairs. The ad hoc committee directed 
by Clark attempted to be both responsive and responsible to the 
diverse interests in psychology. The Preliminary Report is intro- 
duced with these observations: 


An appreciable advance in any part of psychology must surely deepen 
understanding of the nature of man. It is the nature of man that is the 
subject of psychology. In this wider sense, psychology is a unitary enter- 
prise and the education and practice of psychologists, whatever their 
specialty, should reflect that unity. 

Yet psychology encompasses activities of great diversity that depend 
upon divergent methods and emphases. The major strength and the major 
source of tension within psychology is precisely in the interplay of unity 
and diversity. This interplay creates problems in the education of psy- 
chologists, the exchange of information, the control of professional prac- 
tice, and the organization of our profession. (Clark, 1965) 
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The major issues discussed by the committee were education and 
training, psychology as an independent profession, legislation, and 
conventions. The latter serve not only as opportunities for communi- 
cation within psychology but also for communication with the gen- 
eral public and its scientific and professional members. Thus far 
it has not been possible to reconcile the varying perceptions and 
opinions among academically oriented psychologists, and prac- 
titioner and other applied groups, especially the practitioner psy- 
chologists. Although no recommendations were made at the time of 
the report, a number of ideas were presented for testing in con- 
tinuing discussions by various groups. Even though the academician- 
practitioner controversy relates to each of the issues, it is around 
the education and training issue that the battle has been joined. 

For some years, a training program has been recommended which 
would award a degree other than the Ph.D., perhaps called Doctor 
of Psychology (Psy.D.), or Doctor of Psychotherapy or Doctor of 
Applied Science. The Clark committee reports also that this combi- 
nation of alternative training program and degree appears to be one 
possible solution to the issue of the education and training of 
psychologists who will enter clinical practice. Some university 
departments share this idea; others maintain that clinicians whose 
training is in psychology must have Ph.D. training to distinguish 
them and their contributions from other practitioners. There are 
practitioners who decry the inappropriateness of much of the Ph.D. 
program for practitioners but feel that certain graduate departments 
are only too eager to “dump” clinical training altogether. Therefore, 
they urge that there not be a separate program but that more 
clinicians, full-time and part-time faculty, be added to the training 
programs. What the eventual pattern will be is uncertain, and both 
ambivalence and controversy now mark the discussions of these 
issues of professionalization. 

The practitioners argue that the university graduate programs 
have not modified the content or method of training in clinical 
psychology, in spite of the many demands by society for new and 
broader roles and functions of these specialists in human behavior. 
Not only are there the needs for extensive consultative training 
and programs, as reviewed in the preceding pages, but there also 
should be a responsiveness by university programs to the needs for 
“social engineers,” psychologists whose training affords them the 
skills and experiences of assessment of personal and social behaviors 
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and the development of programs for effecting changes. Such social 
action programs as those for preventing delinquency, for under- 
standing and developing assistance for disadvantaged minority 
groups, and for providing opportunities for work and growth in an 
automated society are but a few of the examples of social change 
programs which community-oriented clinical psychologists believe 
to be the responsible goals of university training. 

More than a little of the other side of the argument rests in the 
already heavy and complex graduate training programs in clinical 
psychology. The general and experimental background of the grad- 
uate psychologist requires three years of training at a minimum, 
and an additional year or two is necessary to provide the beginning 
of specialization, whether in clinical, industrial, social, or other 
applications. Thus it is that many academicians hold that specializa- 
tion, especially in the complex field of clinical psychology, must 
necessarily come at the postdoctoral level. In this line of argument, 
the university graduate school is distinctly not a professional school, 
dedicated to the training of practitioners whatever their ultimate 
goals and functions in society. The practitioner group retorts that 
such an attitude represents an abrogation of the responsibilities to 
which a university must be responsive, Each side vigorously defends 
the rationale for its position ‘and, at this writing, it is difficult to 
predict what course may bring rapprochement. The pessimists on 
both sides do not predict reconciliation but foresee the science and 
profession of clinical psychology going separate ways, related as 
are physics and engineering but distant in selection, training, and 
application. 


Tue CLINICAL PsycHoLtocy or TOMORROW 


Clinical psychology has spanned fewer than seventy years since 
the first psychological clinic began its operation. After a slow period 
of development during its first half-century, the field has experienced 
rapid growth and expansion into many areas of society. In the past 
twenty years, the science and beginning profession of clinical psy- 
chology have become integral parts of the changing society of our 
time. 

Clinical psychology as “science” promises to continue to have its 
roots in the university, in the study of behavior and behavioral 
modification. Methodology and the questions which the procedures 
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seek to answer will search for the basic substrate of behavior in 
the nervous system, as is true today. The adherents of the functional 
interpretation of disordered behavior will find little of significance 
in the “organic approach.” But the latter will be supported, as it 
has been through the history of the physiological influence upon 
psychology, by investigators whose methods provide data reinforc- 
ing the concepts of normal and abnormal behavior in relation to 
central nervous system function. Modern electronic instrumentation 
and high-speed computers for processing multivariate data provide 
techniques on a scale unprecedented in the history of science. These 
methods of collecting, reducing, and processing data have evolved 
from many fields of science. 

Because of this multiple approach by many disciplines, communi- 
cation among the basic and behavioral science disciplines will be 
significantly extended. Even today it is not an uncommon sight to 
find several white-coated investigators in a laboratory for the study 
of learning phenomena in their relation to the central nervous 
system. The brilliant “lone wolf” scientist of the past now functions 
in wolf packs, just as submarine warfare at the close of World War 
II benefitted by the efficiency of such group organization for 
attack. In the laboratory, the several investigators pursue their 
research in what appears to be similar methods, and indeed there 
is much in common among the group, both in communication and 
methodology. Yet, one is a psychologist, the second an anatomist, 
the next a physiologist, another is a psychiatrist, and the fifth is a 
pharmacologist. The labels attached to these researchers suggest 
the dimension of commonality—neuroanatomist, neurophysiologist, 
neuropharmacologist—and clinical psychologist with physiological 
training and orientation but now studying the neurophysiological 
substrate of clinical pathological behavior. Interestingly enough, the 
psychiatrist does not call himself a neuropsychiatrist, although this 
term distinguished his profession until recently. This shift in function 
and specialization suggests also the multiple roles in clinical psy- 
chology, as we have seen. In medical schools, there were departments 
of neuropsychiatry which, since World War II, have become sep- 
arated into departments of psychiatry and neurology. In other 
schools, neurology has retained its identification with the rest of 
medicine and remained in departments of medicine. 

As scientists from different fields come to work together on 
common problems, so also will the communication and exchange of 
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concepts, and theories, and methodology be improved. The statisti- 
cian, whether trained in psychology or mathematics, which are the 
usual routes, is now a biostatistician. The physicist is now a bio- 
physicist; the engineer may practice in behavioral situations of 
research and application and so is called a bioengineer; psycho- 
biology is a term long known to the physiological psychologist. The 
clinical psychologist, having studied the range of normal and ab- 
normal behavior in man and lower animals, seeks now to extend 
the precision of instrumentation, measurement, and data-processing 
to complex behavioral phenomena. To do this effectively, he maxi- 
mizes his communication with fellow scientists in many other fields. 
The obstacles and barriers of identity with a field and its related 
communication specificities present an exciting challenge to science. 
Fortunately, we already have found ways to reduce or circumvent 
these problems, and tomorrow’s sciences, clinical psychology among 
them, hold even more promise of mutual learning. 

Such interactions as those sketched above necessarily place de- 
mands upon the training situation in the universities and laboratories. 
More and more the clinical psychology student whose interest is 
scientific rather than professional will be encouraged to acquire 
learning and skills in such related fields as neurology, anatomy, 
physiology, pharmacology, physics, and mathematics, To encompass 
this range of study, the university must arrange its graduate program 
in clinical psychology to provide the opportunity for such specialized 
interests. The average length of time needed by the clinical psy- 
chology student to complete his degree requirements is five and 
one-half years. To lengthen this period is not desirable from either 
the individual's point of view or that of society. Rather, there must 
be a flexibility and a range of faculty interest and talent in clinical 
psychology’s many areas of preoccupation. No one student can 
acquire an adequate background in many fields, but his graduate 
training can permit him to begin specialization in a few related 
areas. 

There also is the direction of training which already has begun, 
emphasizing postdoctoral training for specialization. To date, this 
pattern has been expressed in both scientific and in professional 
areas. A number of medical schools and centers for research in the 
health sciences have federally supported postdoctoral training pro- 
grams. In one such program, for example, a clinical psychologist 
wished to relate autonomic nervous system functioning to behaviors 
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which he had studied clinically for several years. He secured a 
two-year fellowship during which he learned from senior investi- 
gators the theories and techniques of neurophysiological research. 
Following this, he developed with the aid of research grants and 
postdoctoral fellows a long-range program for the investigation of 
alcoholism, and sleep and dream-states. He selected these areas 
because of his clinical experience, recognizing the personal and 
social importance of alcoholism, and the relevance of sleep and 
dream-states to some of the psychological experiences observed in 
mentally ill individuals. In addition, at one period he also partici- 
pated in studies of reactions of normal subjects to the effects of 
lysergic acid (LSD, one of the hallucinogens), attempting to 
understand the experiences reported by the subjects, the autonomic 
nervous system reactions recorded in his laboratories, and the signif- 
icance of these subjective and objective data for the study of 
psychological illness. 

Beyond the perimeter of university and laboratory there will 
continue to arise many challenges to the ingenuity of the clinical 
psychologist. As one scientist interacting with other scientists, the 
professional clinical psychologist will not be the sole innovator of 
new ideas or the practitioner with contributions unique to his field. 
An example of the latter may be found in medical schools where 
clinical psychologists have functioned in their role as faculty, teach- 
ing personality theories and research methodology in human be- 
havioral studies. Two outcomes have been observed. One is the 
importance of the study of normal behavior, whether in pediatric, 
psychiatric, or other medical fields. The influence of Freud’s Psycho- 
pathology of Everyday Life (perhaps his most popular book) and 
other of his psychoanalytic writings, plus the history of psychiatry 
in, primarily, a state hospital setting, may account for the earlier 
focus on the pathology of behavior rather than on the range of 
adaptive behavior of which the human organism is capable. Further, 
social and cultural studies of ethnic and other minority groups have 
done much to illustrate the need for multiple “norms” of behavior - 
with other than middle-class, occidental behavior as the criterion 
of normalcy. A second influence of clinical psychology in medical 
education is in the evaluative aspects of treatment effects as a neces- 
sary part of any treatment program. While evaluation had not been 
overlooked previously, it had not been systematically applied. 

Clinical psychology and related social and behavioral sciences 
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have had impact beyond the circle of clinic and hospital programs 
into the larger community. The direction of changes in our present- 
day society suggests that community programs will occupy much 
of the time of tomorrow’s generation of clinical psychologists, How- 
ever, the pattern of traditional one-to-one therapeutic interactions 
seems likely to continue, attracting clinical psychologists as it does 
other professionals because of the personal, social, and financial 
rewards of psychotherapy. In a favorable economy, there will be 
individuals and therapists who will maintain the present mode of 
psychotherapy even though there are those social scientists who 
strongly believe that this style of treatment is outmoded and cannot 
long survive the introduction of behavioral science knowledge into 
the general society. 

Clinical psychologists of the next generation will be influenced 
by society's need to attend to the adjustments of low-income groups 
to the changing society of which they are a part. Field experiences 
and field studies of this social class will effect insights in students 
which will mold the direction of many of them toward community 
service and programs. In turn, they will develop methods for select- 
ing and training the many mental health workers who will be 
needed to provide direct services to the community, in schools, 
agencies, and other social institutions, The rudimentary consultation 
efforts described in previous pages will be refined and extended to 
comprise effective transmission of knowledge, gained through syste- 
matic investigations, to professional workers and the general public. 
The differing rates of schizophrenia as a function of social class will 
be better understood, The differing use of treatment facilities by 
social class and by ethnic and other minorities also will affect the 
structure of the community, The decades of discussion of preventive 
programs will eventuate in action programs based upon early identi- 


fication of maladjustment and early introduction of techniques for 
modifying behavior. 


These pro 


grams also will be designed to attract students in their 
earlier 


e years. There already have been successful summer programs 
in which high school and college students have worked in state 
hospitals where their motivation and enthusiasm apparently have 
more than made up for deficiencies in their formal training and 
understanding of human dynamics. With the increasing number of 
older individuals in our society, the reservoir of youth may affect 
the course in which today many low-income aged must move, 
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economically and psychologically unable to function in other than 
an institutionalized setting. 

Such community programs as those outlined above also will affect 
the total developmental period, not merely the adults and the aged. 
Early identification and treatment already have been referred to, 
and with increasing developmental studies these programs will 
broaden in scope. Thus, preschool and school age children and their 
families will have the benefits of knowledge gained through long- 
term follow-up studies. Current emphasis upon mental retardation, 
for example, will enable not only better but more extensive screen- 
ing. There are community studies which for the first time are syste- 
matically investigating the many ways in which the retarded come 
to be identified. Social class, ethnic subculture, the availability of 
trained professional personnel in education and psychology, the 
extent of special programs for the mentally handicapped—these are 
but a few of the variables about which new knowledge is accumu- 
lating almost daily. 

Population changes and population pressures will affect clinical 
psychological training, practice, and research as it will other sci- 
entific and professional groups. Already there is competition for 
jobs among youth, year-round as well as during summer vacation 
periods. How best to utilize this reservoir of promise challenges 
society. The clinical psychologist, together with colleagues in 
sociology, economics, and related fields, has discriminated two 
major groups outside of the working force of society—the unem- 
ployed and the unemployable. Is there in fact a “hard core” of 
unemployables, a relatively fixed proportion of the population, who 
have little if any promise of ever being productive? What part of 
the problem is personal, what appears to be primarily social change 
(industrial, economic, and so on), and what are the interactions 
of these classes of variables? These complex questions face the 
scientist and the professional. 

In an expanding economy, related to greater population size, 
there should be techniques for identifying the problem areas and 
for modifying personal and social behaviors. Better sampling pro- 
cedures will provide data on change which may provide for more 
generalizing than is safely true today. Examples of the possibilities 
here are seen in the attitudinal and other behavioral sampling done 
in extensive studies of school health programs, family role models, 
ethnic groups, political affiliation, and reactions in crisis situations. 
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The anecdotal “evidence” so common for decades slowly is being 
supplanted by reliable, large-scale investigations of a range of 
behaviors. “Urban observatories” are no longer mere phrases. 
Rather, they are just now developing as structures in which the 
training and skills of the clinical psychologist are integrated with 
the contributions of colleagues from other disciplines to afford more 
reliable and more complete information about behavior. 

Although the predicted development of clinical psychology still 
will have the separation of science and profession, both phases of 
the field necessarily will be more responsive to the community 
demands. This holds true due to the changes in formal training and 
clinical experience, because these have changed following World 
War II. Also, there has been a greater exchange of knowledge 
between the field and the society in which it functions. The com- 
munication media of modern-day society—press, radio, television— 
will be responsible in part for some of these changes. Just as the 
citizen of today is better informed than ever before, so tomorrow 
promises to add something more of the field of clinical psychology 
to his store of knowledge. This is the obligation, the contract, of 
science and profession, 
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A History of Experimental Psychology 


EDWIN G. BORING 


This book undertakes to tell how experimental psychology came 
to be what it is today. It deals with history, but does not attempt to 
give all of the history of any topic because it selects that part of the 
past whose lineal descendants are today important. In the author's 
mind there is always—as indeed there would be in the mind of 
any psychologist studying history—the question as to why events 
transpired as they did, as well as to what the events were. 

The progress of science is the work of creative minds. Every 
creative mind that contributes to scientific advance works, however, 
within two limitations. It is limited, first, by ignorance, for one 
discovery waits upon that other which opens the way to it. Discovery 
and its acceptance are, however, limited also by the habits of 
thought that pertain to the culture of any region and period, that is 
to say, by the Zeitgeist: an idea too strange or preposterous to be 
thought in one period of western civilization may be readily ac- 
cepted as true only a century or two later. Slow change is the 
rule—at least for the basic ideas. On the other hand, the more super- 
ficial fashions as to what is important, what is worth doing and 
talking about, change much more rapidly, depending partly on 
discovery and partly on the social interaction of the wise men most 
concerned with the particular matter in hand—the cross-stimulation 
of leaders and their followers, of protagonists and their antagonists. 
A psychologist’s history of psychology is, therefore, at least in aspir- 
ation, a dynamic or social psychology, trying to see not only what 
men did and what they did not do, but also why they did it or 
why, at the time, they could not do it. 

This matter becomes clearer when we realize that there are two 
theories of history, the personalistic and naturalistic. The per- 
sonalistic theory, which is also the theory of common sense, says 


source: From A History of Experimental Psychology, 2nd edition, by Edwin 
G. Boring. Copyright, 1950, Appleton-Century-Crofts, Inc. Reprinted by per- 
mission of Appleton-Century-Crofts and Edwin G. Boring. 
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that astronomy forged ahead because Copernicus had the insight to 
see and the courage to say that the heliocentric view of the solar 
system is more plausible than a geocentric. The naturalistic theory, 
on the other hand, holds that it was almost inevitable that the 
heliocentric view should be realized in the Age of Enlightenment, 
that it should then, as men’s attitudes toward themselves shifted, 
come to seem plausible, and that Copernicus was, therefore, only 
the agent or perhaps the symptom of inexorable cultural change. 
Did Wundt found the new experimental psychology somewhere 
around 1860 or did the times compel the changes to which Wundt 
merely gave expression? Certainly Copernicus’ and Wundt’s opin- 
ions on these matters would not help us, for no one ever knows 
surely about his own motives or the sources of his insights, and the 
man of genius in his most brilliant flash of creative insight would 
not claim that his originality was uncaused—not in our modern 
culture would he claim it. As a matter of fact this dilemma is not 
real but a Kantian antinomy. Copernicus’ and Wundt’s thinkings 
are themselves both natural phenomena, and the course of history 
is no more or less inexorable when it is interpreted as including the 
minute neural events which are the flashes of insight of those 
geniuses whose names mark the mileposts of science. Actually the 
naturalistic theory includes the personalistic, You get the personal- 
istic view when you ignore the antecedents of the great man, and 
you get the naturalistic view back again when you ask what made 
the great man great. On either view there are Great Men, with 
nervous systems whose operations provide the opportunities for 
especially rapid scientific progress. 

A truer dilemma arises when we ask about the rate of scientific 
progress. Does science run along on a plateau and then suddenly 
shoot ahead because of an important discovery, or does it move 
steadily, inevitably, onward, always by small increments? Is its 
course discrete and step-wise or is it gradual and continuous? 
Mature opinion favors many small steps as the general rule. Nearly 
all great discoveries have had their anticipations which the historian 
digs up afterward. Disproved theories hang on indefinitely, often 
for a century or more, until displaced by some positive substitute. 
Again and again it seems as if the crucial insight either does not 
come until the Zeitgeist has prepared for its reception, or, if it 
comes too soon for the Zeitgeist, then it does not register and is lost 
until it is unearthed later when the culture is ready to accept it. 
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Undoubtedly the smooth course of history on analysis would prove 
to be ultimately quantal, consisting of little bursts of progress, as 
this bit of discovery or that thrust of insight registers. It is when 
you consider larger units—the entire contribution of one mau, the 
progress of a decade or a century—that you get the perception of 
large steps. Yet there have been moments when progress was 
rapid. An instance is Newton's conceiving of the principle of uni- 
versal gravitation, a conception that certainly was formed quickly 
in 1666, although Voltaire’s story that the idea came to Newton 
in an instant when he noticed the earth and an apple falling toward 
each other may exaggerate the suddenness of this basic insight. Be 
this as it may, the description of progress has necessarily to be made 
in terms of its differentials, those increments of change which are 
important enough and big enough to show whither knowledge is 


going. 


THE EMERGENCE OF SCIENCE 


How did science begin? There is an argument that science has no 
beginning in human history but is as old as perception, that it 
begins in the evolutionary scale with the capacity to generalize in 
perceiving an object. In observation both science and perception 
look to underlying generalities, seeing in the observed object the 
uniformities of nature. 

Take what psychologists call object constancy. The retinal image 
of a seen object gets smaller as the object recedes although both 
the physical object itself and the perception of it remain constant 
in size. The uniformity of nature here is the rule that objects do not 
change size when they move or when their observers move. That 
is a scientific physical generalization. The human organism is, 
however, so constructed that its perception, in general, follows the 
same general rule: the organism sees the same object as the same 
size regardless of the distance between it and the object. So the 
scientific generality is “understood” by the organism in the sense 
that its perception includes this generalization. The generalizing 
organism can be man, an ape, a chick or even a lower animal form, 
since some degree of objective generalization is present in all per- 
ception, Perhaps this analogy is too fanciful, since it makes the 
first scientist an organism no higher in the animal scale than a 
chicken or perhaps even a protozoan; nevertheless the similarity 
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serves to warn us that we shall not find in human history an exact 
moment when science began. 

Science in the modern sense of a social institution in which many 
men cooperate and one generation carries on the work of the pre- 
ceding requires the existence of a written language of books and 
eventually of libraries, all of which make communication free and 
allow the younger generation to consult the wisdom of the ancients 
long since dead. Egyptian priests could pass on the lore of the 
heavens to their successors, but dependence on oral communica- 
tion alone is fatal to extensive progress, since memory traces change, 
deteriorate and presently are lost in death. Scientific progress needs 
written language and books. 

. Part of the story of how psychology came to join the family 
of sciences is that the Germans, with their faith in collecting data, 
welcomed biology to its seat in the circle of sciences, while the 
French and English hesitated because biology did not fit in with 
the scientific pattern already set by physics and celestial mechanics. 
Having accepted biology because they liked morphological descrip- 
tion, it was inevitable that the Germans should eventually create 
the morphology of mind that both Wundt and Hering wanted. Nor 
does it make sense to say that, if the psychology of the earlier 
nineteenth century could have been left entirely in the hands of 
Helmholtzes, it would have resembled physics more. The develop- 
ment of psychology in 1860, when it was being “founded,” as in 
1900 when it was surging ahead, depended more on whither it 
could go by the course on which it already launched than on the 
wills of the men who nursed it along. The Zeitgeist of 1860 to 1900 
might hardly have moved fast enough to keep a dozen Helmholtzes 
busy. At any rate phenomenology comes first, even thought it does 
not get far by itself. 

Can we say even now in two thousand words how experimental 
peyeliology-scientifi psychology—came into being and what it is 
l1Ker 

First there was the Renaissance and then the emergence of 
science, with the names of Copernicus (1543), Kepler (1609), 
Galileo (1638), and finally Newton (1687) standing out. The 
new era meant a shift away from the authoritarianism of the church 
and the autocracy of the state, a shift toward democracy and a 
recognition of the rights of the individual. Power, which had re- 
mained with those of noble birth, shifted then toward those who 
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could and did acquire wealth, and the opening up of the new lands 
in both the west and the east provided new opportunities of sudden 
great success for those not born to authority. Science, whose ulti- 
mate sanction is practical, however pure and esoteric it may often 
seem to be, prospered with democracy. The resulting changes, which 
occurred slowly in western Europe, were, moreover, accelerated in 
the new world, so that America became a practical nation and a 
democracy quite early. Therein lies the reason why America, still a 
pioneer country, accepted so easily the Darwinian theory and the 
belief in the survival of the fittest, and then, taking over the de- 
scriptive psychology of the Germans, made it at once into the 
functional psychology which has become the American character- 
istic. 

The philosophical lineage of modern psychology can be taken 
back to Descartes (1650), who, in giving us dualism, gave psy- 
chology both the free human soul and the wholly determined 
human body. French materialism comes from Descartes, but so 
today does all subjectivism and mentalism. Descartes gave us both. 
Leibnitz (1714) contributed the parallelism which made it possible 
for the nineteenth-century psychologists to stick to mentalism in 
spite of the theory of the conservation of energy, and he also gave 
the conception mental activity, which persisted, not only in the 
act school of Brentano (1874), but also in more recent conceptual- 
izations of motivation, like Freud’s. Locke (1690) started empiri- 
cism, which, coming down to the present through Berkeley (1710), 
Hume (1740), Thomas Brown (1820), the Mills (1829, 1843), 
Helmholtz (1867), and Wundt (1874), helped to make psychology 
so sensationistic in the nineteenth century. Associationism grew out 
of empiricism and flourished, not only in England but also in 
France, Condillac (1754) was an associationist. French materialism 
(La Mettrie, 1748; Cabanis, 1802) helped to found physiological 
psychology and prepared the way for later reflexology. Kant (1781) 
contributed nativism and a belief in describing what is given a 
priori; he thus stands at the head of a tradition that passes from 
Johannes Müller (1838) to Hering (1864) to Stumpf (1873) to 
Gestalt psychology (1912). The Scottish school (1764 et seq.) fur- 
nished faculties, which came to public notice and scientific dis- 
approval under the phrenologists (1810), and now have reappeared 
in functional America as abilities, aptitudes, and traits which factor 
analysis yields. Bentham (1789) provided hedonism which, via 
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Freud (1920) and the pleasure principle, played a role in starting 
the psychology of motivation. i 

The developments in physiology which carried over into experi- 
mental psychology or affected it occurred in four fields of research: 
sensation, reflexes, nerve excitation, and brain function. We can 
mention only a few names for each. Sensation: Bell and the Bell- 
Magendie law (1811), Purkinje (1825), E. H. Weber (1834), 
Johannes Müller and specific nerve energies (1838), Fechner 
(1860), Helmholtz (1867). Reflexology: Robert Whytt (1751), 
Marshall Hall (1833), Johannes Müller (1833), and then later the 
Russians—Sechenov (1863), Bekhterev (1907), and Pavlov (1902 
et seq.). Nerve excitation: Galvani (1791), Volta (1800), du Bois- 
Reymond (1849), Bernstein (1866), Lucas (1909), Adrian (1912). 
Brain function: Flourens (1824), Broca (1861), Fritsch and Hitzig 
(1870), Ferrier (1876), Goltz (1881), Munk (1890), Franz (1902 
et seq.), Lashley (1929). 

From astronomy psychology got the personal equation (Bessel, 
1826), reaction times (Donders, 1868), the beginnings of the experi- 
mental psychology of attitude and motivation (Lange, 1888). 

From the occult, psychology got animal magnetism with Mesmer 
(1781); Mesmerism with Elliotson (1843) and Esdaile (1846); 
hypnosis with Braid (1843) and Liébeault (1866); hysteria with 
Charcot (1878), Bernheim (1884) and Janet (1890); neurosis and 
psychoanalysis with Freud ( 1900); and thence a whole psychology 
of motivation with men like Holt (1915) and Lewin (1935). 

The “new” experimental psychology began in Germany. Fechner 
(1860) contributed mental measurement, having got some of his 
concepts from Herbart (1825). Helmholtz contributed a great 
wealth of research and fact about vision (1867) and hearing (1863). 
Wundt was the founder and promoter (1874, 1879, etc.). He was 
not so great a man as Helmholtz but he did, with indefatigable zeal 
and huge erudition, all the things necessary to get a movement 
going. Lotze (1852) provided a setting for this new venture. Bren- 
tano’s act psychology (1874) furnished the contrast for analytical 
psychology of content which Wundt (1874) derived from the 
associationists. Hering (1864) and Stumpf (1873) provided an ata- 
vistic opposition to Wundt. G, E, Müller (1896) was on the 
empiricistic side with Helmholtz (1855 et seq.) and Wundt (1874). 
Mach (1886) influenced Kiilpe (1893) and Titchener (1910) 
toward greater systematic specificity, though somewhat differently, 
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as both were starting out in the Wundtian tradition. Titchener kept 
to the faith in elementistic contents until his death (1927), but 
Külpe, tackling the problem of thought at Wiirzburg (1901-1908), 
was won away from his faith in sensational elements to a position 
more nearly resembling Brentano’s. Later, Gestalt psychology 
(1912), with its phenomenology, took over the problems that the 
Wiirzburg school had left. The German contribution to psychology 
ceased with the rise of the Nazi state (1934). 

France was at all times primarily the country of abnormal psy- 
chology. The tradition of Descartes (1650), Le Mettrie (1748), and 
Cabanis (1802) runs over later into the line of Liébeault (1866), 
Charcot (1878), Bernheim (1884), and Janet (1890). Even Ribot 
(1881 et seq.) concerned himself mostly with psychopathology. 
Binet (1903) was an experimentalist but his great contribution 
turned out to be in mental testing. 

England’s great scientific contribution was Darwin (1859) and 
his theory. Galton (1869) was the avenue by which Darwin first 
affected psychology. The problems of mental inheritance and mental 
evolution loomed large. The beginnings of animal psychology came 
via Darwin (1872), Romanes (1882), and Lloyd Morgan (1894). 
From Germany, Loeb (1890) contributed the theory of tropisms. 
Then animal psychology passed over to America, where Thorndike’s 
experiments (1898) joined it with the new psychology. Galton 
(1883) contributed the basic notions about mental testing and the 
statistical measurement of human capacities, and then the move- 
ment went to America where Cattell (1890) promoted it. 

American psychology starts off with James (1890), who, after 
discovering what the Germans were doing, reported to the Amer- 
icans on the new movement in his Principles. It was he who began 
that metamorphosis of German psychology which was to alter the 
Teutonic worm of sensory content into the American butterfly of 
functional reality. Stanley Hall (1883, 1887, etc.) was its entre- 
preneur. Ladd (1887) was its expositor. Baldwin (1895) was the 
purveyor of evolutionary theory, Dewey (1896) was a second voice 
after James’, crying in the wilderness. Cattell (1890, etc.) was the 
practical man of sense and thus the promoter of tests. Titchener 
(1898) remained Moses on the mountain, ten commandments in 
hand, while the “dollar-grubbing” Americans danced around their 
golden functionalism. A little later there were Angell (1907) with 
Chicago’s special functionalism, Woodworth (1918) with Colum- 
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bia’s general functionalism, Thorndike (1914) with educational 
sychology and tests. 
The tS in America was away from mentalism. That was, 
it seems, inevitable—at least as inevitable as were America’s 
democracy and functionalism. Angell’s functionalism was a step 
away from dualism and toward the validation of behavior as a 
psychological datum. Watson’s move to behaviorism (1913) wa 
explicit and clear, Briefly this trend was retarded by the arrival s 
all the Gestalt psychologists in America. They were not preparan 
to give up consciousness. Köhler, however, had been with apes an 
soon there had been enough adjustments with the newcomers to 
prevent quarreling. Lewin (1935) was more like an American than 
a German. Finally the talk about positivism and operationism 
seemed to settle the matter of consciousness, since it made optional 
the translation of mentalistic concepts into behavioral ones. 
Another way to look at this history is to examine the central core 
of general psychology, the core that lies behind the applications E 
psychology in education, in therapy, and in industrial use. Genera 
experimental psychology has had three successive phases. (1) E 
first it was devoted almost entirely to the problems of sensation and 
perception. Those were the problems that had just been taken over 
by Fechner, Helmholtz and Wundt in the mid-nineteenth century 
from the experimental physiologists. (2) Then came the experi- 
mental psychology of learning, which began with Ebbinghaus in 
1885. Külpe picked this event as starting the psychology of the 
higher mental processes, but the work of his own school on thought 
belongs properly in the third category. (3) Finally, there is the 
psychology of motivation, and that includes, of course, the psy 
chology of the unconscious which is where the motives lie, Külpe’s 
Würzburg school was demonstrating this fact showing that thought 
is motivated and that its motivation is unconscious. The real start 
on the unconscious of motivation lay, however, not in psychology 
proper but outside of it with Freud. The student of the history of 
psychology would not be promoting an absurdity if he placed op 
the horizon of his imagination these three landmarks: Fechner’s 
Elemente der Psychophysik of 1860, Ebbinghaus’ Ueber das Ge- 
diichtnis of 1885, and Freud’s Die Traumdeutung of 1900. 


[2] 
Fifty Years of Clinical Psychology: 


Clinical Psychology 1896-1946 
ROBERT A. BROTEMARKLE 


The flight of time brings the youngest of the professions, Clinical 
Psychology, suddenly to the fiftieth aniversary of its founding at 
the place of its origin, the University of Pennsylvania. Inspiring, 
and none the less unique, is the fact of the living presence of its 
Founder, Lightner Witmer. We are delighted to have you, one of 
the most representative meetings of psychologists ever assembled, 
members of the American Psychological Association, join with us 
in our moments of retrospection and celebration. 

The foundations of clinical psychology are so dependent upon 
the origins of modem, scientific, experimental psychology, that we 
must consider this the celebration of all of our professional origins. 
Many of these early contributions and their creators or mid-wives 
have been honored in the literature and noted by record in our 
meetings. 

Our present meeting records the first complete meeting of the 
re-organized American Psychological Association; representing as 
a unit the entire profession. It will record also the recognition of 
our profession in a most unique way. To the best of our knowledge 
this is the first time any University Council has called a Convoca- 
tion for the single purpose of honoring the psychological profession, 
through the awarding of honorary degrees to its representatives. 
These representatives truly reflect the origins and development of 
the psychological profession basic to the founding of the Psycho- 
logical Clinic in 1896. 

The Department of Psychology at the University of Pennsylvania 


source: Robert A Brotemarkle, “Fifty Years of Clinical Psychology: Clinical 
Psychology 1896-1946,” The Journal of Consulting Psychology, 1947, 11, 1. 
Reprinted | by permission of the American Psychological Association and Robert 
A. Brotemarkle. 
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is significantly honored by this privilege. It is justifiably proud of 
the part it played in the origins and development of our science and 
profession. 

During the 1870’s a new concept of psychology was emerging 
from a philosophical psychology, and Wundt materialized the 
modern, scientific, experimental concept by the establishment of the 
first psychological laboratory for experimentation and research at 
Leipzig in 1879. The concept was equally emergent in America. 
James had set up what is commonly referred to as “James's room 
for demonstrational experiments” at Harvard by 1876. Hall activated 
the concept by establishment of the second psychological labora- 
tory at Hopkins in 1883. Cattell, Wundt's first laboratory assistant, 
started work in psychophysics at Pennsylvania in 1886, and by 1887 
had established the third psychological laboratory. The laboratory 
at Hopkins closed shortly, leaving the laboratory at Pennsylvania 
the oldest in continuous activity in America. On January 1, 1889, 
Cattell was appointed Professor of Psychology at Pennsylvania. We 
all recall Cattell’s great pride in this singular and original appoint- 
ment, the first professorship in our new profession. The University 
of Pennsylvania is proud of its early recognition of the new profes- 
sion. 

The concept of applied psychology was equally emergent, and as 
Wundt said “typically American.” Its animation was most compelling 
to Witmer. During his graduate studies with Wundt, he sought to 
do his doctoral work on an applied problem. This ended in his 
doing his dissertation in aesthetics, dealing with the concept of the 
golden section, known to the Egyptians. And this at Wundt’s in- 
sistence. Had Wundt known Witmer’s temperament as many of us 
know it, he surely would have claimed credit for the beginnings 
of applied psychology. Witmer returned to Pennsylvania to take 
over Cattell’s work. During the academic year 1894-95 Witmer held 
a seminar on Child Psychology, discussing the typical problems of 
early human behavior. In March of 1896 he was challenged by a 
public school teacher, Margaret T. Maguire, to solve the case 
problem of a “chronic bad speller.” This was his first clinic case, 
and gave impetus to the development of the post-analytic diagnosis 
based on clinical observation during remedial training, A second 
problem involved a “speech disorder,” and Witmer, recognizing his 
limitations in speech training, immediately secured the services of a 
clinic teacher, This was the beginning of Witmer’s inspiration of a 
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long line of students who were to apply the clinical point of view to 
the various areas and patterns of human behavior. 

The power of that inspiration is revealed in the twenty-five 
articles written by former students in Clinical Psychology—Studies 
in Honor of Lightner Witmer, for the thirty-fifth anniversary of the 
founding of The Psychological Clinic. 

In this volume, Dr. Joseph Collins, one of Witmer’s closest friends 
and colleagues, gives us an interesting historical insight in his bio- 
graphical sketch. Speaking of the origins of clinical psychology, 
Collins, who knew the psychology and psychologists of the day, 
said, “In the autumn of 1896, he submitted to the American Psy- 
chological Association a new method of research and instruction 
which he called ‘the clinical method in psychology and the diag- 
nostic method of teaching.’ He told his auditors that clinical psy- 
chology is derived from the results of an examination of many 
human beings, one at a time, and that the analytic method of dis- 
criminating mental abilities and defects develops an ordered classifi- 
cation of observed behavior, by means of post-analytic generaliza- 
tions. He put forth the claim that the psychological clinic is an 
institution for social and public service, for original research, and 
for the instruction of students in psychological orthogenics which 
includes vocational, educational, correctional, hygienic, industrial, 
and social guidance. The only reaction he got from his audience 
was a slight elevation of the eyebrows on the part of a few of the 
older members.” 

The history of the Clinic is well known. The first decade was 
clearly and concisely recorded by Witmer in Volume I of the 
journal, The Psychological Clinic, which he founded in 1908. Fern- 
berger brought the record to date in 1931 in the Witmer volume. 
The last 15 years records the retirement of Witmer in 1937, the 
continuing expansion of the work under Twitmyer until his sudden 
death in 1943, and the present expansion which is typical of the 
demands being made upon the profession today. 

The rapid development of clinical psychology could not have 
occurred had not its fundamental methods, procedures, techniques, 
and point of view been so clearly and concisely stated by its 
founder. The history of science reveals few such pointed and 
compelling pronouncements. The history of psychology will record 
this as the greatest tribute to the keen mental analysis of Wit- 
mer. 
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Clinical psychology’s basic point of view is qualitative. This 
qualitative emphasis upon the teleological or purposive concept 
of human behavior is best worded by Witmer: “A psychological 
diagnosis is an interpretation of the observed behavior of human 
beings.” “Human psychology is an examination of man’s spiritual 
nature. The unit of observation is a performance, but the unit of 
consideration is personality, defined by the perfectability of be- 
havior, which is measured or estimated in units of progress which 
men make toward the perfection which they prefer.” 

Clinical psychology has not in any wise voided the quantitative 
point of view; it has however been most insistent upon the proper un- 
derstanding of its usefulness and limitations. Quantitative measures 
are clearly and precisely defined. They tell us the amount of be- 
havior performed, and what status this production gives to the 
individual when he is compared to his standard group oF level; 
and both within the limits of determinable probabilities. It gives 
an excellent answer to “what” the individual did, and “where” 
this performance places him in his group distribution. It gives no 
information whatsoever as to “how” he did what he did. Knowledge 
of the “how” of behavior is the result of a post-analytic diagnosis, 
based upon clinical observation. It alone permits a functional 
qualitative interpretation. 

The methodology of clinical psychology has been enriched by the 
experience of the years, Fundamentally it is determined by the same 
post-analytic diagnostic or remedial teaching or training. To date, 
its emphasis has been predominantly corrective. For years this 
corrective approach was largely pursued through directive methods. 
Of late years greater emphasis has been placed upon the indirect 
method, which Witmer characteristically called the “creative” — 
and which few have understood to mean for him the insightful 
self-direction of the individual moving on from one “stage of per- 
fection,” to the higher levels of “perfectability” of which the 
individual was capable. 

The greatest failure of clinical psychology in methodology has 
been due to its preoccupation with the corrective point of view, 
and its almost total ignoring of Witmer’s early emphasis upon the 
preventative point of view. Now and then we have made an attempt 
toward prevention, but we have been lacking in confidence. I sus- 
pect that this lack of confidence is due to what has been our greatest 
failure—the dearth of comprehensive research, directed toward 
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fundamental problems rather than the hasty searching for immediate 
applications. 

After fifty years, and in spite of the present shortage of clinical 
psychologists, preoccupation with demanding, time-consuming cases 
is little excuse. Nor is it any excuse that each individual case ex- 
amination and therapy is an experimentation in itself. This merely 
gives emphasis to the method of clinical psychology, and convicts 
us of failure to plan and execute the research basic to our progress. 
It is true that we have been dependent upon systematic, experi- 
mental psychology for the development of research techniques, 
procedures, and statistical devices; and it is true that these means 
have not met our need. This dependence is more clearly marked 
today than ever, by our insistence that clinical psychologists must 
have sound basic training in experimental psychology. During the 
last five years the work of experimental psychologists has been so 
closely related to applied psychology that I am confident of their 
understanding, and predict that we need only make our demands 
sufficiently loud and insistent to secure the means we need. 

I recently epitomized the history of clinical psychology as— 
1896, “a case of bad spells”—1946, “a spell of bad cases.” From the 
case of a “chronic bad speller,” we have progressed to the most 
prodigious demand by the Veterans Administration for clinical 
psychologists to aid with America’s worst spell of neuropsychiatric 
cases. 

In 1946, it is most encouraging to see at hand the developing 
possibility of more extensive clinical research, Our training pro- 
grams now include opportunities for practicum training in the form 
of internships. Institutions, schools, business, and other agencies 
offering internship opportunities are presenting evidence not only 
of the opportunity for research, but their insistence that well- 
planned comprehensive research must be undertaken. The program 
for the training of clinical psychologists in our Veterans Hospitals is 
an excellent example of this opportunity and demand. It is the by- 
product of the thinking of representative clinical psychologists, in 
summary of the development of our profession over a period of 
fifty years, and the need for better training for the years to come. 
It is predictive of the open door of progress as we enter upon the 
years in which our preventative contribution to human adjustment 
may become the crowning glory of its Founder's planning. 


[3] 
A Brief History of Clinical Psychology 
ROBERT I. WATSON 


Clinical psychologists have been surprisingly ahistorical. Very 
little thought has been given to, and less written about, the origin 
and development of clinical psychology. In the literature there are 
articles and books which interpret historically various special aspects 
or evaluate related fields, some of which have been of considerable 
help in preparing this paper. Nevertheless, whatever the reasons, 
there is no available general account of the history of clinical 
psychology from the perspective of today. : 

In part, this neglect is due to the upsurge of interest in clinical 
psychological activity during and following the second World War. 
Since then, clinical psychologists have had little time to spend in- 
quiring into their origins. Then, too, their day-to-day activities 
impress them as so new and vital that they are hardly to blame for 
tacitly accepting that they are pioneers and that somewhere in the 
chaos of war and its aftermath was born a new profession having 
little or no relation to what went before. The state of affairs today 
is curiously reminiscent of the situation found by Kimball Young 
in 1923 in tracing the history of mental testing. He remarked, 
“Making history on every hand as we are, we have a notion that we 
somehow have escaped history” (121, p-1). 

To capture in full measure the sweep and continuity of the history 
of clinical psychology is beyond the competence of the reviewer, 
to say nothing of space limitations. In order to do justice to all 
aspects of the subject one would have to deal with the complex 
history of the psychology of motivation and dynamic psychology. 
Similarly, all the ramifications of the relation of clinical psychology 
to the rest of the field of psychology, of which it is an integral part, 


source: Robert I. Watson, “A Brief History of Clinical Psychology,” The 
Psychological Bulletin, 1953, 50, 321-346, Reprinted by permission of the 
American Psychological Association and Robert I. Watson. 
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as well as an account of the history of test development would have 
to be considered. 

The present account, perforce, presents an examination of men 
and ideas influential in shaping clinical psychology. But, since 
psychology is now a profession, attention must also be devoted to 
those internal and external controls which characterize a profession 
and to the settings in which the professional practice is conducted. 

In presenting a historical account the question arises concerning 
the most appropriate date at which to begin. With some justification 
it was decided that since clinical psychology, as we know it, arose 
at about the turn of the present century it would be appropriate to 
begin with the immediate forerunners of this first generation of 
clinical psychologists. The origins of clinical psychology, the first 
major section of this account, are to be found in the psychometric 
and dynamic traditions in psychology; the psychologist in the 
settings of the psychological clinic, child guidance, mental hospitals, 
institutions for the mentally defective; and the beginnings of psy- 
chology as a profession. Somewhat arbitrarily this early pioneer 
work is considered to come to a close with the end of the second 
decade of this century. This is followed by a section concerned with 
clinical psychology in the twenties and thirties. The same topics 
just mentioned, e.g., the dynamic tradition and psychology as a 
profession, are again considered. The work of psychologists in the 
armed services during the second World War and its effect upon 
psychology in the postwar period are next evaluated. A brief over- 
view of clinical psychology today closes the account. 


Tue ORIGINS or CLINICAL PSYCHOLOGY 


The Psychometric Tradition in Psychology 


This tradition, one of the headwaters from which clinical psy- 
chology sprang, was, in turn, a part of the scientific tradition of the 
nineteenth century. With all the limitations with which it is charged 
today, it is to this movement that the clinical psychologist owes 
much of his scientific standing and tradition. Whenever a clinical 
psychologist insists upon objectivity and the need for further 
research, he is, wittingly or otherwise, showing the influence of this 
tradition. Moving with Galton through Binet and Terman, this 
tradition met the demand that psychology, if it was to become a 
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science, must share with other sciences the respect for quantitative 
measurement. 

Psychometrics as a tool for clinical psychology owes its begin- 
nings to Francis Galton (53) in England. Grappling as he was with 
the problem of individual differences, he and his followers did 
much to lay the groundwork for the investigation of ability by using 
observations of an individual’s performance for information on in- 
dividual differences. He thus founded mental tests. 

In 1890 Cattell (29) introduced the term “mental tests” in an 
article describing tests which he had used at the University of 
Pennsylvania. Even at that date he was pleading for standardiza- 
tion of procedure and the establishment of norms, From the time 
of his days as a student of Wundt’s, Cattell was interested in the 
problem of individual differences and did much to stimulate 
further investigation. Along with Thorndike and Woodworth, he 
also stressed dealing with individual differences by means of 
statistical analysis—a really new approach at this time. Some of these 
investigations, both from Cattell’s laboratory and from others in 
various parts of the country, made positive contributions to various 
facets of the problem of psychometric measurement. For example, 
Norsworthy (82) in 1906 compared normal and defective children 
by means of tests and found the latter not a “species apart,” point- 
ing out that the more intelligent of the feebleminded were prac- 
tically indistinguishable from the least intelligent of the normal. 

Most of the investigations of the time were concerned with simple 
sensorimotor and associative functions and were based on the 
assumption that intelligence could be reduced to sensations and 
motor speed, an attempt which, as is now known, was doomed to 
failure. Furthermore, although more suitable verbal material was 
used, the studies of college students at Cornell, such as Sharp’s (95), 
and the Wissler study (113) at Columbia, were found to be essen- 
tially nonpredictive. What the workers failed to take into account 
was that the college students are a highly selected group having 
a considerably restricted range. The negative finding of these 
studies effectively blocked further investigation at the college level 
for years. When one stops to consider that the dominant systematic 
position of the day was the structuralism of Tichener, who had 
banished tests as nonscientific, it is no wonder that “tests” were 
viewed with at least a touch of condescension. 


In the meantime Binet had been working in France developing 
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his tests based on a wider sampling of behavior than had yet been 
used. His success in dealing with the intellectual classification of 
Paris school children is well known and needs no amplification at 
this point. The translation of his tests and their use in this country 
followed shortly after the turn of the century. It was Goddard 
(simultaneously with Healy), a student of G. Stanley Hall, who 
introduced the Binet tests to this country. Through a visit abroad 
and contact with Decroly, he became acquainted with Binet’s work 
(121). In 1910 he began publishing findings with the test and in 
1911 published his revision of the 1908 Binet Scale. This revision, 
along with Kuhlmann’, also published in 1911, gained some popu- 
larity among clinicians, but the subsequent development by Terman 
far overshadowed their work. 

Probably the test that had the most influence upon trends in 
clinical psychology was the Terman Revision of the Binet Scale 
(83). In fact, for years the major task of the clinical psychologist 
was to administer the Stanford-Binet. In view of the importance 
of this test it is desirable to present in some detail the background 
of its development. 

Lewis M. Terman (101) received his graduate training at Clark 
just after the turn of the century under Hall, Sanford, and Burnham. 
As Terman put it, “For me, Clark University meant briefly three 
things: freedom to work as I pleased, unlimited library facilities 
and Hall’s Monday evening seminar. Anyone of these outweighed 
all the lectures I attended” (101, p. 315). This influence of Hall’s 
was more from the enthusiasm he inspired and the wide scope of 
his interests than from his scientific caution and objectivity. Sanford 
was his doctoral adviser, but Terman chose his own problem in the 
area of differentiation of “bright” and “dull” groups by means of 
tests and worked it through more or less independently. 

By a severely limited survey such as this it would be easy to give 
the impression that little or nothing else was being done along the 
lines under discussion except that reported. Terman was not alone 
in his interest in the development and standardization of tests by 
any manner of means. In his autobiography Terman (101) mentions 
as known to him in 1904 the work of Binet, Galton, Bourdon, Oehrn, 
Ebbinghaus, Kraepelin, Aschaffenburg, Stern, Cattell, Wissler, 
Thorndike, Gilbert, Jastrow, Bolton, Thompson, Spearman, Sharp, 
and Kuhlmann. 

At the suggestion of Huey, who had been working in Adolf 
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Meyer's clinic at Johns Hopkins, Terman, undeterred by the pre- 
vailing hostile attitude of most psychologists, began work with the 
1908 Binet Scale and in 1916 published the Stanford Revision of the 
Binet-Simon tests. Terman’s interest in both the test and results 
from it continued unabated, resulting in still another revision in 
1937. 

Performance tests, so necessary for work with the linguistically 
handicapped, actually antedated the Stanford-Binet. The Seguin, 
Witmer, and Healy form boards and other performance tests were 
already in clinical use. Norms, although not lacking, were un- 
developed, and the directions placed a high premium on language. 
What seemed to be needed was a battery of performance tests 
sampling a variety of functions and not as dependent upon 
language. Among the earliest to appear and to come into fairly 
common use was the Pintner-Paterson Scale of Performance Tests 
(85), published in 1917. Included in this scale were several form 
boards, a manikin and a feature-profile construction test, a picture 
completion test, a substitution test, and a cube-tapping test. 

Another major step was the development of group tests under 
the impetus of the need for large scale testing of recruits in World 
War I. This testing program is described with a wealth of detail by 
Yerkes (120), Although group tests were not unknown before the 
war, as witness those described in Whipple’s Manual of Mental 
and Physical Tests (110), the need for quick appraisal of the basic 
intelligence of a large number of men provided the impetus for 
extensive development. The Alpha scale for literate English-speak- 
ing recruits and the Beta scale for illiterates and non-English- 
speaking recruits were developed rapidly under this demand. The 
Woodworth Personal Data Sheet (118), the first of a long line of 
psychoneurotic inventories, also was a product of military needs. 
So successful were these tests in overcoming the prejudices against 
testing both within the field of psychology and in the general public 
that after the war a veritable flood of group tests appeared, Many 
extensive surveys in the public schools were made for classificatory 
purposes, Further developments in this tradition during the twenties 


and thirties will be appraised after examination of other aspects of 
the origin of clinical psychology. 
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The Dynamic Tradition in Psychology 


A major source of influence contributing to the growth of clinical 
psychology was the thinking and writing of the “Boston group” who 
promulgated “the new psychology’—William James, G. Stanley 
Hall, and their associates. Although in no way could they be labeled 
clinical psychologists, their thinking was much closer to the heart 
of the clinical psychology movement and to progressive psychiatry 
than was the structural point of view of Titchener. Heresy though 
it may be, it cannot be denied that at.that time academic psy- 
chology had relatively little to contribute to clinical psychology. 
Psychology, to be sure, had been placed by Fechner, Helmholtz, 
Wundt, Kraepelin, and others upon a scientific, quantitative 
foundation instead of being permitted to remain an indistinguish- 
able cohort of philosophy. This was an essential step without which 
there could have been no clinical psychology; nevertheless, a 
sensationalistic approach to conscious intellectual experience offered 
relatively little for the clinical method and the profession with 
which it was to be associated. 

The psychiatry of the day was in the main concerned with pa- 
thology and the search for an explanation of mental disturbances in 
disease processes. Kraepelin (68) had introduced clarity through 
his classification of mental disease, but at the expense of deeper 
understanding. Based upon symptoms and primarily descriptive in 
character, his classification served to diminish—even to discourage 
—in its users any urge toward understanding the psychological 
dynamics, 

French psychiatric thinking and research profoundly influenced 
James (80). The work of Janet and Charcot was particularly im- 
portant in this connection. With Morton Prince, he did much to 
stimulate interest in the phenomena of dissociation, feeling as he 
did that it was a fruitful method of investigation of personality 
functioning. Early in his career he recognized the value of a clinical 
approach which led him “whenever possible to approach the mind 
by way of its pathology” (77, p. 20). 

The influence of James was expressed primarily through his 
Principles of Psychology (65), published in 1890, and to a lesser 
degree by his Yarieties of Religious Experience (66), published in 
1902. Both of these works were sufficiently removed from the other- 
wise prevailing psychological thinking of his day to be considered 
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major pre-Freudian, dynamic influences. The choice of the term 
dynamic in this context is neither idle nor wishful thinking. James 
himself used the term to distinguish his point of view from the 
structural approach of Titchener (86). 

Concerning the influence of the Principles, Morris had this to say: 


Great books are either reservoirs or watersheds. They sum up and 
transmit the antecedent past, or they initiate the flow of the future. Sixty 
years after its publication, the Principles appears to be one of the major 
watersheds of twentieth-century thought. Directly or indirectly, its influ- 
ence had penetrated politics, jurisprudence, sociology, education and the 
arts. In the domain of psychology, it had foreshadowed nearly all sub- 
sequent developments of primary importance. Viewed introspectively, 
the permanent significance of the Principles was incentive. It explored 
possibilities and indicated directions. These led, eventually, into’ social, 
applied and experimental psychology; into the study of exceptional mental 
states, subliminal consciousness and psychopathology. Because of its ex- 
treme fertility in the materials for hypothesis, most of the competitive 
schools of psychological theory that arose during the first half of the 
century could claim common ancestry in the Principles for at some point 
it implied their basic assumptions. (77, p. 15) 


This aptly catches James’s influence on clinical psychology, not 
through work directly in the field or with the method, but through 
the fertile (and contradictory ) character of his thinking. 

In addition to the stimulation of his writings, James did take spe- 
cific action of direct relevance to clinical psychology in his support 
of Clifford W. Beers, whose book, A Mind that Found Itself (19), 
did so much to further the mental hygiene movement. This he did 
through an endorsing letter which appeared in the first edition and, 
according to Henry James, his son, by departing from his fixed 
policy of “keeping out of Committees and Societies” (64, p. 273). In 
addition, he was interested in psychical research and in the efforts 
i and Jung, although dubious about both of these trends 

Obviously it is impossible to capture the full favor of William 
James in a paragraph or two, but this “defender of unregimented 
ideas” is at the least the eccentric brilliant uncle of the men in 
clinical psychology who followed after. 

Another of the pioneers of this time and place was G. Stanley 
Hall. He was more influenced by the evolutionary concept stem- 
ming from Darwin than by French psychopathological thinking. 
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Shakow, in considering Halls influence on psychiatry, so well 
summarizes his contributions that they may be seen as contribu- 
tions to clinical psychology as well. He writes that it was: 


Hall, the propagandist, who gave Freud his first academic hearing, 
who gave courses in Freudian psychology beginning in 1908 and whose 
pressure for its consideration remained life-long; Hall, who influenced 
Cowles in establishing the psychological laboratory at McLean Hospital 
which had as directors following Hoch, Franz, Wells and Lundholm; 
Hall, who stimulated Adolf Meyer, by his early interest in child study, 
to write his first paper on a psychiatric topic—Mental Abnormalities in 
Children during Primary Education . . . —and who did so much to make 
the country child-conscious; Hall, whose students Goddard and Huey 
(also Meyer’s students at the Worcester State Hospital) did the early 
pioneer work on feeblemindedness . . . ; Hall, whose bravery in handling 
the problem of sex did so much to break down the first barriers, thus 
greatly facilitating the later child guidance handling of this and related 
problems; Hall, whose student Terman achieved so much in the develop- 
ment of the Binet method in the United States and whose student Gesell 
did so much for other aspects of developmental psychology; Hall, whose 
journals regularly published material of psychopathological interest; Hall, 
the ramifications of whose psychological influence are most pervasive in 
fields related to psychopatholgy. . . . (92, p. 430) 


Certain other factors might also be mentioned. Before his 
period as president of Clark University, Hall, while at Johns Hopkins, 
held weekly clinics at Bay View Hospital and, until its medical 
staff was organized under his direction, served as lay superinten- 
dent. For a period of years he taught and demonstrated for psy- 
chiatrists at Worcester State Hospital, handing over the actual 
instruction in 1895 to Adolf Meyer, but continuing his interest in 
the field (74). Other students of this period who made substantial 
contributions to clinical psychology included Blanchard, Conklin, 
Kuhlmann, and Mateer. 

Something of the spirit and activity of the associates of these 
men may be captured by an examination of the journal that was 
begun early in the century. The Journal of Abnormal Psychology, 
later called The Journal of Abnormal and Social Psychology, was 
a major source publication of the more enlightened efforts of its 
time. Until 1913, when the Psychoanalytic Review was founded, it 
was the only journal in which psychoanalytic papers were pub- 
lished (32). Founded in 1906 for the express purpose of serving 
both medicine and psychology, it had as its editor Morton Prince, 
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later professor of psychology at Harvard University, and numbered 
among its associate editors Hugo Miinsterberg, James Putnam, 
August Hoch, Boris Sidis, Charles L. Dana, and Adolf Meyer. The 
papers in the first issue aptly catch the various influences at work 
in the psychology and psychiatry of the day. The first is a paper 
by Janet and thus represents the French psychopathological school; 
the second concerns hypnosis; the third, a critique of Freud by 
Putnam (the first article in English calling attention to Freud's 
work); and the fourth, a paper by Morton Prince concerning his 
most famous case of multiple personality, Miss Beauchamps. The 
first book review in this new journal was that of Freud’s Psycho- 
pathology of Everyday Life, which had been published in Germany 
in 1904, So far as this writer is aware, the first critical article con- 
cerning psychoanalysis by an American psychologist appeared in 
the February 1909 issue of this journal. It was entitled “An Interpre- 
tation of the Psychoanalytic Method in Psychotherapy with a Report 
of a Case so Treated” (90). This is apparently the second instance 
of a report of personal psychotherapeutic experience by a psychol- 
ogist. Its author, known for endeavors in fields far removed from 
this, was Walter Dill Scott, the psychologist, later president of 
Northwestern University. 

The situation in the official psychiatric journal may be used for 
contrast. The first psychoanalytic paper to appear in the American 
Journal of Insanity was in the October 1909 issue. This paper was 
by Ernest Jones of Toronto and deplored the fact that Freud's 
methods had been neglected. None of Freud’s books was reviewed 
in this journal for some years and, indeed, the first review to appear 
was that of Brill’s Psychoanalysis in July 1914, 

Isador Coriat (32), in presenting some reminiscences of psycho- 
analysis in Boston, attributes the interest in psychotherapy there to 
stimulation of William James. Although A. A. Brill began psycho- 
analytic practice in New York in 1908, he was the only psychiatrist 
in the United States at that time engaging in such practice. He, 
Putnam, and Ernest Jones, then of Toronto, were the first in America 
to do active work with psychoanalytic methods. The first English 
translation of a work by Freud, Selected Papers on Hysteria, ap- 
peared in 1909 according to Coriat (32). It was in this same year 
that G. Stanley Hall, as president of Clark University, invited both 
Freud and Jung to come to the United States to lecture on the 
occasion of the twentieth anniversary of Clark University. Both by 
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attendance and by the subsequent publication of these lectures in 
the American Journal of Psychology (51) psychologists became 
more familiar with their work. In the meantime, Brill (23) was 
translating Freud’s works, and other psychoanalysts began practice. 
By 1911 there was enough interest that the first psychoanalytic as- 
sociation, the New York Psychoanalytic Society, was founded. 

In view of these factors in the history of clinical psychology, it 
is possible to offer the interpretation that actually it was partly the 
psychologists and not psychiatrists alone, as is commonly supposed, 
who offered the first support to psychoanalysis in the United States. 
To be sure, in the twenties the psychiatrists in increasing numbers 
became interested and during the following twenty years became so 
firmly identified with the field that it is only today that psychol- 
ogists, as psychologists, are again beginning to assume any promi- 
nence in psychoanalytic thinking and practice. 


The Psychologist and the Psychological Clinic 


It has been accepted by psychologists quite generally that the 
case leading to the founding of the first psychological clinic was 
treated by Lightner Witmer (114) at the University of Pennsylvania 
in March 1896. Witmer was the first to speak of the “psychological 
clinic,” of “clinical psychology,” and the “clinical method in psy- 
chology” (26). The history of his clinic has been discussed else- 
where (26, 27, 93, 107, 114) and is quite well known. It is, 
therefore, unnecessary to dwell upon it. Instead, after very briefly 
examining its functioning, attention will be given to the extent of 
its influence upon the history of clinical psychology. 

Even a cursory examination of the early issues of the Psycho- 
logical Clinic, a journal founded and edited by Witmer, will show 
that the work attempted in this clinic included referral to medical 
sources, the presence of social workers, and many other “modern” 
innovations discussed by the writer elsewhere (107). On the other 
hand, although the juvenile court and social agencies referred cases 
to Witmer’s clinic, the great majority came from the school system. 
Much attention was paid to the relation of physical defects and 
neurological conditions to behavior problems. Cooperation with 
special teachers of the blind and deaf and the mentally defective 
was stressed. In general, intellectual aspects of children’s problems 
was emphasized, using a biographical approach. Relatively few 
psychologists published in the Psychological Clinic in the early 
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years. Educators, either teachers, principals, or professors, wrote the 
majority of the articles during this period. In later years the publi- 
cations of psychologists predominated. The articles are chiefly of 
antiquarian interest today, 

The clinic founded by Seashore (91) at the University of Iowa 
about 1910 was modeled after Witmer’s clinic, and others, such as 
that founded by J. E. W. Wallin of the University of Pittsburgh in 
1912, undoubtedly owe part of their impetus to it, but many other 
psychological clinics and activities seemed to grow up independ- 
ently and with little knowledge of the development of this first 
clinic (97). For example, Seashore (91) speaks of his as the “second” 
psychological clinic, And yet in 1914 Wallin (105) found about 20 
psychological clinics to be in existence, of which some at least must 
have developed under a different tradition except in the rather 
unlikely event that the great majority were founded after 1910, but 
before 1914, Although the Witmer clinic has been functioning con- 
tinuously since its inception, it is quite difficult to find evidence 
of its effects upon clinical psychology today. This has not been due 
to lack of local support; rather it is because its influence did not 
spread beyond Philadelphia to any considerable degree. The reasons 
for this relative lack of influence will be discussed after considering 
a related development: the child guidance movement. 


The Psychologist in Child Guidance 


Still another stream which merged into the torrent that is clinical 
psychology today came from the so-called child guidance move- 
ment. In this effort William Healy (59), a psychiatrist, was the 
most important early figure. The beginnings of this movement arose 
from the conviction that antisocial behavior was treatable by 
psychiatric means, A subsequently discarded tenet which went hand 
in hand with this conviction was an emphasis upon pathology. 
Hence the first “child guidance” clinic, at the time of its founding 
in Chicago in 1909, was called “The Juvenile Psychopathic Institute.” 
It is perhaps prophetic that the selection of Healy for the position 
of director was “as a pupil of James and a free lance in competition 
with a more rigid Wundtian and experimentally and statistically 
minded psychologist” (76, p. 242). Its first staf was very small, 
consisting of Dr. Healy, as psychiatrist, Dr. Grace M. Fernald, as 
psychologist, and one secretary. It is important to note that no 
social worker was a paid member of the staff, but Healy indicates 
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that social workers from cooperating agencies worked with them 
from the very beginning. Only later did the specialty of psychiatric 
social worker, as such, emerge. Mental testing by Fernald, and 
later by Augusta F. Bronner, emphasized performance testing and 
other instruments of local origin. In 1910, however, Healy intro- 
duced the Binet-Simon tests into the United States (as did Goddard 
at Vineland simultaneously and independently). A direct outgrowth 
of the use of this and other instruments was the publication in 
1927 of a Manual of Individual Tests and Testing (25) by Bronner, 
Healy, and their co-workers. Both Healy and Bronner had migrated 
eastward, organizing in 1917 a clinic in Boston under the name of 
Judge Baker Foundation, later changed to the Judge Baker Guidance 
Center. This venture was enormously successful and resulted in 
still further important work in the field of delinquency. Many 
publications, including several books upon problems of the delin- 
quent, had considerable influence upon patterns in this field. 

In contrasting the relative success of Healy’s venture and its 
continuity with the present with the relative lack of influence of 
Witmer’s clinic, Shakow (92) presents a thoughtfully detailed state- 
ment, one or two points of which can be mentioned. The psychol- 
ogist Witmer was concerned with intellectual aspects of the 
functioning individual, worked primarily with mental defectives or 
school retardation problems, when concerned with medical aspects 
focused more on the physical or neurological, and, most important 
of all, identified himself with the Wundt-Kraepelin point of view. 
On the other hand, the psychiatrist Healy was concerned with 
affective aspects of the personality, worked primarily with behavior 
problems and delinquency, when concerned with medical problems 
stressed the psychiatric, and, again most important of all, was 
profoundly influenced by James and Freud. Although a pioneer, 
Witmer turned his back on almost all that was to predominate in 
the later days of clinical psychology and became of historical 
significance only. Healy is still a contemporary. 


The Psychologist in Mental Hospitals 


The importance of McLean Hospital in Waverly, Massachusetts, 
has never been fully appreciated in the history of psychiatry and 
psychology. Founded in 1818, its superintendent at the turn of the 
century was Dr. Edward Cowles, a former surgeon in the Union 
Army. Years later he took some incidental training in psychology 
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at Johns Hopkins (57). In many ways he was a man ahead of his 
time. He encouraged research and brought to this hospital bio- 
chemists, pathologists, physiologists, and psychologists. One could 
date the beginnings of conjoint medicine as taking place at McLean 
Hospital since these approaches were used in its laboratory some 
time before 1894. In that year Hall described the laboratory as fol- 
lows: “The work of this laboratory was begun in 1889, for the clinical 
purposes of the hospital. It is sought to combine neurological 
studies in the departments of psychiatry and physiological psychol- 
ogy, and their relations with anatomical and chemical pathology, 
ete.” (57, p. 358). Only a quotation from Cowles will bring out the 
contemporary ring of his words: 


The purpose of establishing and developing the laboratory has been 
carried on under much difficulty, naturally due to the newness of the 
attempt to combine with psychiatry the other departments of scientific 
medical research. The pathology of the terminal stages of insanity must be 
studied as heretofore, and it is necessary to add that of the initial condi- 
tions which lead to mental disorder. Such studies must therefore be 
combined with physiological psychology in the attempt to determine the 
exact nature and causes of departures from normal mental function. Also, 
in the dependence of these changes upon general physiological processes, 
and in order to take into account all the elements of vital activity involved, 
it is supremely necessary to study both physiological and pathological 
ae in their direct and indirect relations to mental changes. (57, 
p- 


Research effort along „these lines apparently first emerged from 
this laboratory, In presenting the history of psychiatric research, 
Whitehorn (111) recognized this contribution and first described 
McLean Hospital and its work before dealing with any other de- 
velopments. 

Cowles, in a review of the progress in psychiatry at the time of 
the fiftieth anniversary of the American Psychiatric Association in 
1894, emphasized the importance of what he referred to as the 
systems of “new psychology” as one of the “most hopeful signs of 
progress” to bring about advancement in the understanding of 
mental diseases (34). Either as frequent visitors from nearby 
Boston or as members of the staff of McLean Hospital at this time 
were Morton Prince, August Hoch, Boris Sidis, and Adolf Meyer. 
Interest in psychology is shown by the fact that Cowles and William 
Noyes, ‘of the same hospital, were among the approximately 13 to 
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18 individuals who were present at the founding of the American 
Psychological Association at Clark University in 1892 (36). 

In 1893 August Hoch (75) was selected by Cowles to be psy- 
chologist and pathologist at McLean. The use of the term psychol- 
ogist was neither idle nor esoteric. Having previously received a 
medical education, he now was sent abroad for further training, 
and it would appear that much of his training was in psychology 
with Wundt, Kiilpe, Marbe, and Kiesow. He also worked with 
Kraepelin. On assuming his post at McLean he turned to work 
with the ergograph in clinical problems and in the first volume of 
the Psychological Bulletin (62) summed up experimentation in this 
field. Subsequently, as professor of psychiatry at Cornell and direc- 
tor of the Psychiatric Institute, he turned to more narrowly psychi- 
atric problems, but there would appear to be little doubt that during 
this period at McLean he functioned, in part at least, as a psy- 
chologist. 

It was in this atmosphere that a psychological laboratory was 
founded. This laboratory was begun in 1904 at McLean Hospital 
by Shepard Ivory Franz (50). It was influential in the rapproche- 
ment of psychology and psychopathology, although often interested 
in matters more physiological than psychological. The laboratory 
became established under the direction of Franz, and on his leaving 
for what is now St. Elizabeth’s Hospital of Washington, E. Lyman 
Wells was appointed his successor and remained there until 1921. 

Franz continued his interest while in Washington, not only writing 
such articles with a modern ring, although published in 1912, as 
“The Present Status of Psychology in Medical Education and 
Practice” (25), but also introducing in 1907 a routine clinical psy- 
chological examination of all new patients in a mental hospital 
setting. This was probably the first instance of routine psychological 
testing of psychiatric hospital patients. Among Franz’s associates 
during the early period were Grace H. Kent and Edwin G. Boring, 
both of whom published on learning in dementia praecox. Although 
Boring, as is well known, returned to other fields, he nevertheless 
felt that the summer he spent in the hospital was a very valuable, 
broadening experience (22). From 1906 to 1921 Grace H. Kent 
was psychologist at Philadelphia Hospital, Kings’ Park State Hos- 
pital, and St. Elizabeths, respectively. In 1922 she went to Worcester 
State Hospital, remaining there until 1926 (79). Thereafter, for 
many years she was at Danvers State Hospital. 
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The Psychologist and Institutions for the Mentally Defective 


It was Goddard’s laboratory at the Vineland Training School 
that was the second center to be devoted to the psychological study 
of the feeble-minded. Henry H. Goddard became director of psy- 
chological research at this institution in 1906 and was influential 
in the establishment of the psychologist as a person working with 
the mentally defective. As mentioned earlier, he first translated 
and used the Binet in this country. For practical purposes, the use 
of the Binet was at this time almost exclusively restricted to the 
feebleminded. It was from this center that the Binet spread to other 
institutions (84). His directorship continued until almost the 
twenties. 


Psychology as a Profession 


It was as early as 1904 that Cattell (30) made the prediction 
that there would eventually be a profession as well as a science of 
psychology. Actually professional action preceded this pronounce- 
ment, 

For purposes of this presentation the relevant characteristics of 
a profession include establishment of commonly agreed-upon prac- 
tices concerning relationship with colleagues and with the public 
served. The questions of competency and the means of controlling 
competency immediately arise. Traditionally, a profession controls 
competency among its own members. Thus, self-determined control 
of its members is the hallmark of a profession. 

The first stirrings of attempts at control arose in the American 
Psychological Association and took the form of considering control 
of clinical procedure through evaluation of test data. In 1895, only 
three years after the founding of the Association, J. Mark Baldwin, 
in the words of Fernberger, “proposed the formation of a committee 
to consider the feasibility of cooperation among the psychological 
laboratories for the collection of mental and physical statistics 
(43, p. 42). The committee that was appointed, chaired by Cattell, 
called itself “The Committee on Physical and Mental Tests,” but 
the battery of tests they proposed for try-out to develop norms 
gained little acceptance so that after 1899 no further word was 
heard from this committee, Another committee for the purpose of 
establishing methods of testing was appointed in 1907 and continued 
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until 1919. It made some progress, for example, sponsoring research 
on the Woodworth-Wells Association Tests, but it fell far short of 
the ostensible goal. 

In 1915, on the motion of Guy M. Whipple, the Association went 
on record as “discouraging” the use of mental tests by unqualified 
individuals. In 1917 a committee to consider qualifications for 
psychological examiners was appointed, and two years later one to 
consider certifying “consulting” psychologists. In 1919 the Section 
of Clinical Psychology within the American Psychological Associa- 
tion was formed (43). In large measure, it was a “special interest 
group” concerned with arranging programs at the annual meetings 
and the like. Its members were, however, drawn into the discussion, 
pro and con, of the merits of certification. After much maneuvering, 
favorable action on certification of clinical psychologists finally re- 
sulted, and the first certificates were granted after the 1921 meeting. 
Howevei, only twenty-five psychologists applied, and the project 
was abandoned. The death blow was dealt by an APA policy com- 
mittee which considered that certification was not practicable and, 
on vote of the APA membership in 1927, discontinued certification. 
In some measure at least, the decision was influenced by the reali- 
zation that with certification went the problem of enforcement 
of the standards instituted, especially on psychological workers 
outside the membership. Thereafter, according to Fernberger (43), 
there was a period of some years without important action within 
the American Psychological Association on these problems. 

Internship training, as distinguished from academic course work, 
is a manifestation of professional training. Morrow (78) indicates 
that Lightner Witmer was apparently the first to suggest practical 
work for the psychologist through training school and laboratory. 
However, the first actual internships were those offered by the 
Training School in Vineland, New Jersey, under the supervision of 
H. H. Goddard. This program began in 1908 and has continued 
down to the present time. In 1909 William Healy began accepting 
graduate students at the Juvenile Psychopathic Institute in Chicago, 
while the first internship in a psychiatric institution for adults was 
established in 1913 at the Boston Psychopathic Hospital under the 
direction of Robert M. Yerkes. Other earlier internships include 
those at Worcester State Hospital, McLean Hospital, the Western 
State Penitentiary in Pennsylvania, and the New York Institute for 
Child Guidance. 
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Clinical Psychology in the Twenties and Thirties 


In the twenties and thirties clinical psychology left the period of 
its lusty, disorganized infancy and entered its rather undernourished 
but rapid and stormy adolescence. As late as 1918 only 15 members 
or 4 per cent of the APA listed the field of clinical psychology as 
a research interest (44). This rose to 99 members or 19 per cent in 
1937. In that year the newly instituted membership category of 
Associate showed 428 or 28 per cent interested in clinical psychol- 
ogy, the largest field of interest for this class of membership. In 
increasing numbers clinical psychologists were employed in hospitals, 
clinics, schools, penal institutions, social agencies, homes for the 
feeble-minded, industrial plants, and the entire gamut of agencies 
concerned with human welfare. For example, Finch and Odoroft 
(46), in a survey concerning employment trends, indicate that of 
1,267 members of the American Psychological Association in 1931, 
286 or 26.9 per cent were not in teaching positions. In 1940 the 
number of nonteachers had swelled to 888 or 39.3 per cent of the 
membership. Clinical nonteachers increased from 95 to 272 during 
this ten-year period. 

It was during this period that many psychologists did yeoman 
service for clinical psychology without being primarily identified 
with the field. Carl E. Seashore (91) may be used as an illustration. 
It has already been noted that he founded a psychological clinic 
at the University of Iowa about 1910, During the period now under 
consideration he was interested in the relationship between psy- 
chology and psychiatry and took the lead in organizing a national 
conference on this topic. He also aided in founding the Iowa Psy- 
chopathic Hospital and worked with Samuel Orton, Edward Lee 
Travis, and Wendell Johnson in speech pathology. Many other men 
such as Gardner Murphy, Goodwin Watson, Horace B. English, 
Albert T. Poffenberger, Kurt Lewin, Carney Landis, Robert M. 
Yerkes, Walter R. Miles, Gordon W. Allport, and Kurt Goldstein, 
although primarily associated with some other aspect of psychology, 
also performed services for the clinical field. 

In spite of such developments as those just described, Loutitt 
(70) could indicate during the same period that “American Psy- 
chology, generally speaking, has not been greatly interested in 
practical problems of human behavior” (70, p. 361). This contention 
applied to clinical psychology with as much force as, or more than, 
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it did to other applications of psychology. Most of the difficulties 
that clinical psychology went through during this period as it groped 
toward professional stature were internal to the field itself. Both 
rapid growth and some hostility from the dominant entrenched 
forces in psychology are imbedded in the history of the period and 
influence many of the specific developments now to be discussed. 


The Psychometric Tradition 


This period of the twenties was, in the words of Merrill, a 
“plateau . . . [following] the initial impetus given to testing when 
these first tools of the clinician were being subjected to evaluation, 
and the exaggerated expectations of over-enthusiastic users were 
being reduced in the crucibles of research” (73, p. 283). Studies of 
validity, investigations of the constancy of IQ, application of the 
tests to new populations, studies of individual differences, the 
nature-nurture controversy, racial differences, the development of 
group testing, achievement tests, interest measures, and personality 
testing of the questionnaire variety occupied this and the following 
decade and helped to consolidate the gains of the previous period. 
Theories of intelligence and factor analysis are also intimately 
related to this trend. It was a period, as the term plateau implies, 
of marked gain which prepared the way for the present period. 

More and more objections began to be raised to the limitations 
entailed by this approach. The development of group tests during 
and after World War I placed a premium on easy reproduction, 
rigid standardization down to the slightest detail, and emphasis 
on the score obtained to the exclusion of all else. Measures of per- 
sonality with these same characteristics were developed during the 
twenties and thirties. To some psychologists the results obtained 
were considered disappointing and sterile. 

In 1927 F. L. Wells published Mental Tests in Clinical Practice 
(108), in which he stated vividly the major objection to a rigid 
psychometric approach: 


An intelligent South Sea Islander, observing a psychometric examin- 
ation, would be likely to regard it as a magic rite designed to propitiate 
friendly spirits in the patient’s behalf. Should he observe a conscientious 
examiner in the apprentice stage, tightly clinging to forms prescribed, 
his idea would be confirmed, for none knows better than himself how 
slight a departure from the required formulae will not only destroy their 
beneficence but may well deliver the hapless sufferer into the hands of 
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the malignant ghosts. Over a: gs such esoteric views of psychometric 
methods is the customary and pragmatic one. The function of psycho- 
metrics is not the accomplishment of a ritual, but the understanding of 
the patient. The ceremony of mental tests is valuable so far as it serves 
to reach this end. When it fails, or stands in the way of doing this, proper 
technique demands that it be modified. Ability to do this intelligently 
is what distinguishes the psychologist, properly so called, from the “mental 
tester.” (108, p. 27) 


Further objections to exclusive reliance upon a psychometric ap- 
proach arose from the emergence of projective techniques as an 
aspect of the dynamic tradition next to be considered. 


The Dynamic Tradition 


Many of the present developments in clinical psychology—the 
emphasis on understanding of personality functioning, the attempt 
to relate present behavior to experiences of which the patient is 
unaware, the evaluative use of incidental verbalizations and physi- 
cal behavior of the patient, and the artistic element in psycho- 
diagnostic appraisal—stem in large measure from the dynamic 
tradition. 

In terms of the sources of these influences, Sigmund Freud, of 
course, looms largest. He and his fellow analysts profoundly affected 
the thinking of many clinical psychologists, who were for the most 
part passive recipients of this influence. No longer did they share 
leadership with their medical colleagues as during the first twenty 
years of the century. The influence of psychoanalysis was felt 
directly on three of the specific manifestations of the dynamic tra- 
dition directly involving the psychologist—projective techniques, 
the Harvard Psychological Clinic, and the American Orthopsy- 
chiatric Association, The first, an approach to personality, the 
second, a clinic, and the third, a professional organization, share 
responsibility as the most important manifestations of the dynamic 
tradition in psychology of the day. Each will be considered in turn. 

Hermann Rorschach, a Swiss psychiatrist, published with Ober- 
holzer on the specific but intricate relationships which exist betwee? 
his inkblot technique and psychoanalysis. The technique itself 
occupied much of his time between 1911 and his untimely death 
in 1922. In the United States pioneering work with the Rorschach 
was done by David M. Levy, a child psychiatrist, with whom 
Samuel J. Beck became associated beginning in 1927. In 1930 Beck 
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presented the first Rorschach study in this country as his doctoral 
dissertation, and during the thirties the Rorschach technique came 
more and more into prominence in clinical circles. Along with Beck, 
pioneer American psychologists who made major contributions to 
Rorschach literature during this period, were Bruno Klopfer, 
Marguerite Hertz, and Zygmunt Piotrowski. 

Two reasons are given by Beck (18) for the increasing preoccu- 
pation of psychologists with the Rorschach technique as compared 
to psychiatrists. There is, first, the division of labor with the Ror- 
schach as one of the diagnostic testing instruments and, second, 
the fact that its use spread outside the narrowly psychiatric area 
into the schools, work with delinquents, industry, and the like. 
Other projective techniques, notably the Thematic Apperception 
Test, also appeared during the thirties. 

In the meantime the psychodynamic emphasis began to be a 
part of the intellectual armamentarium of the psychologist. The 
article by L. K. Frank, “Projective Methods for the Study of 
Personality” (48), published in 1939, offered a rationale for the 
projective approach and stimulated both research and theoretical 
efforts in the decades to folow. Merrill summarizes other reasons 
for the rapid spread of projective testing as having 


. .. had to do with significant changes that have been occurring in 
the clinician’s self-concept and his changing perception of his role as his 
social responsibilities grow and expand. Projective tests have become 
important tools for the psychotherapists. These tests command the atten- 
tion and respect of our colleagues in the medical fraternity, the psychia- 
trists. They constitute moreover, the basic technological structure upon 
which is being built a new systematic point of view, projective paychebey 
with its own theory of personality. This new projective psychology has 
been aptly characterized as a psychology of protest. As both behaviorism 
and Gestalt psychology came about as protests against the established 
psychologies called structural, so this emerging projective psychology runs 
sharply counter to the traditions that have characterized individual 
psychology in America. Having something to push against, it can move. 
(73, p. 286) 


In 1927 the Harvard Psychological Clinic was founded by Morton 
Prince. Its express purpose was to bring together academic and 
clinical psychology. Henry A. Murray took over headship of the 
clinic early in the thirties and with a large group of collaborators, 
including Donald W. MacKinnon, Saul Rosenzweig, R. Nevitt 
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Sanford, and Robert W. White, carried on a brilliant research proj- 
ect in personality functioning. This culminated in 1938 in the well- 
known Explorations in Personality (81). 

The American Orthopsychiatric Association is an organization 
with ties to child guidance in particular and to the dynamic tradi- 
tion in general. It was founded in 1924 with many of the leaders 
of the child guidance movement present (71). William Healy was 
elected president during this year and served through 1926. Later 
presidents included Karl Menninger, David Levy, and in 1931, 
the first psychologist to be president, Augusta F. Bronner, Other 
psychologist presidents were Edgar A. Doll, Samuel Beck, and 
Morris Krugman. After thinking through the problem of member- 
ship, originally restricted to psychiatrists, the pattern emerged in 
1926 of having as full members “psychiatrists, psychologists, and 
other professional persons whose work and interests lie in the study 
and treatment of conduct disorders” (71, p. 199). Both the letter 
and spirit of this method of organization for work interchange, 
support, and advance have continued to the present day. However, 
there has never been any question, as might have been foretold 
from the original organization, but that psychiatrists were dominant 
in it. For example, twenty-one of the first twenty-six presidents held 
the M.D. degree, only four being psychologists and only one a 
social worker, This organization continues to wield much influence 
both through its journal, The American Journal of Orthopsychiatry, 
and through its annual meetings which are characteristically at- 
tended by far more nonmembers than members, 
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g which psychological clinics reflected 


ic tradition. Some new clinics ap- 
peared; others closed their doors (70). 
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adjustment; (b) training students in giving and interpreting tests; 
and (c) research with emphasis on the study of deviates, causes 
and treatment of learning difficulties, and work with remedial 
materials. It would appear that this survey epitomizes the work of 
psychological clinics of the day, featuring emphasis on testing and 
remedial education. 


Child Guidance 


The period 1922-1927 was one in which the National Committee 
for Mental Hygiene on behalf of the Commonwealth Fund estab- 
lished demonstration clinics in a variety of cities and rural areas 
for the purpose of showing both their need and the work they could 
do (99), For the first time they were called “child guidance clinics.” 
Eight clinics were permanently established directly as a result, and 
many others were at least partially stimulated by this effort, It was 
the announced intention from the very beginning that eventually 
expenses for their maintenance would be absorbed by the com- 
munity in which they were located. Deliberate experimentation as 
to method of organization in relation to other agencies was carried 
out—some were attached to the courts, others to local charities, to 
university and to teaching hospitals. The child guidance clinic plan 
of organization called for the professional personnel to include at 
least a psychiatrist, a psychologist, and a social worker. These 
activities in their formative stages continued roughly over the 
decade 1920-1930. To be sure, their influence and organization 
continued thereafter, but this period marked the heyday of their 
unique contribution. 

An important shift of focus of attention had been occurring during 
this period. No longer was the delinquent of primary interest. Nor 
was there much concern with mental defectives, epileptics, or neuro- 
logical cases. Instead, emphasis was placed upon maladjustment in 
school and home, especially that centering around parent-child 
relationships. 

The clinics began to concentrate upon problems of the individual 
who may be spoken of as falling within the normal range of intel- 
ligence, the roots of what may in some measure be traced to emo- 
tional difficulties. 
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The Psychologist in Mental Hospitals 


In 1921 Wells left McLean Hospital for Boston Psychopathic 
Hospital where he served as head psychologist until 1938. This 
hospital also became a center of clinical activity and training, A 
pioneer in present-day clinical psychology, David Shakow, now 
of the Illinois Neuropsychiatric Institute, is still very active. For a 
period of nearly twenty years, Shakow served as director of psycho- 
logical research at Worcester State Hospital. His activities, along 
with his research efforts, included direction of an internship train- 
ing program. It apparently was the closest in spirit to the modern 
internship program, and his experience derived in this setting was 
of great value in formulating present-day practices concerning 
internship. 

A gradual increase in the number of clinical psychologists in 
mental hospitals was taking place. However, the geographical iso- 
lation of most such hospital psychologists apparently accentuated 
an isolation on other grounds so that the effect of this aspect of 
the development of clinical psychology w: 
was to be in the decades to come. Nevertl 
were beginning to suspect that their 
As a result, there were serious atte 
of testing efforts, to escape the at 
research and theorizing concerning t 


as not as important as it 
heless, some psychologists 
approach was unduly limited. 
mpts at broadening the scope 
Omistic tradition by means of 
he personality of their patients. 
Mental Deficiency 


In 1919 Goddard was suc 
director of the Vineland Labo: 


extensive study, 


Tt was Precisely in the field of intelligence testing that clinical 
psychology was most advanced during this period. Psychometric 
testing of suspected mental deficiency was widely accepted, and 
the psychologist was the authority in this field (28), Nevertheless, 
as Buck (28) indicates, appreciation of th i 
ari n diagnosis of mental deficiency emerged during 


The fact that a person was doing some clinical psychological work 
with mental defectives unfortunately indicated almost nothing about 
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the nature of the training and experience of the practitioner in 
question. In 1940 Hackbusch (56) reported an inquiry concerning 
psychological work in state and private institutions for the mentally 
defective. Of the approximately 100 institutions which replied ap- 
parently all were doing some form of psychological testing. How- 
ever, less than half had a psychologist on their staff. The remainder 
had their testing done by outside sources, or by teachers, social 
workers, and physicians on their own staffs. It is also noteworthy 
that the “psychologists” apparently varied widely in the nature of 
their background. Some had less than a A.B. degree, while others 
had an A.B. or an M.A. in addition, but very few held the Ph.D. 
degree. Therefore, despite the acceptance of their work, the status 
of psychologists and psychological work in the twenties and thirties 
was somewhat confused. 


Psychology as a Profession 

The origins of professional activity, as has been indicated, were 
centered within the American Psychological Association. This period 
extended from 1895 to the mid-twenties. Founded to advance psy- 
chology as a science, the Association-had not been singularly suc- 
cessful in reflecting the interests of its members either in applica- 
tions of psychology or in their professional aspirations. The twenties 
and thirties were characterized by the advent of other organizations 
more directly concerned with professional problems. 

In 1917 a group of psychologists interested in the advancement 
of the practice of psychology met in Pittsburgh, Pennsylvania. Leta 
S. Hollingworth took the initiative in bringing the group together, 
and prominent charter members included Bronner, Fernald, Healy, 
Kuhlmann, Pintner, Terman, Whipple, Wells, and Yerkes. To quote 
Symonds, “After a brief history of two years, during which a bitter 
struggle went on in the American Psychological Association over 
the question of authority for certification of psychologists for clinical 
work, the American Association of Clinical Psychologists became 
defunct through the adoption by the APA of a report recommending 
the establishment of the AACP as a Section of Clinical Psychology” 
(100, p. 337). According to the same writer, the next step was the 
slow development of various local groups concerned with applied 
and professional matters in several states. 

In 1930 the Association of Consulting Psychologists was reorgan- 
ized from a still earlier association founded in 1921 (40, 52). Grad- 
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ually it extended its membership beyond New York and environs 
and became one of the more important elements later to merge into 
the American Association for Applied Psychology (AAAP). The 
organization meeting of this association took place in 1937. Many of 
the difficulties in organizing centered upon the standards for mem- 
bership. Then, as now, there was the dilemma of maintaining 
standards and yet not setting them so high as to exclude the majority 
of those doing work in the applied fields. Eventually this was 
settled, and a national organization concerned with all aspects of 
the application of psychology came into being and became the 
dominant national professional organization. A divisional structure 


was followed with clinical, educational, industrial, and consulting 
sections, 


» this danger passed in the forties 
with all of these organizations integrated into 


American Psychological Association (116). In 1945 
tion went into effect. Both in spirit and in Practice the American 


Psychological Association represents psychology as a science and 
as a profession. 


The Psychologist and Therapy 


During the twenties and thirties there appeared to § 
increase in the.number of clinical psychologists engaging in ag 
From the time of Sidis and Scott at the turn of the century a 
psychologists had been so employed. In many instances Psycho- 
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therapeutic practice grew out of the psychologist’s educational func- 
tion. Considered as expert both in matters of learning as a subject 
of investigation and in education as a field of endeavor, the psy- 
chologist worked with patients, particularly children, with whom 
remedial education was necessary. A similar process took place to 
a lesser extent in psychiatric clinics. It was in the hospitals that this 
development lagged, partly because the sheer press of numbers of 
patients confined the psychologists to psychodiagnostic tasks and . 
partly because psychotherapy, except at a few institutions, was not 
practiced at all. 

There was relatively little difficulty in interprofessional relations 
with psychiatry during this period. In large measure this was be- 
cause there were few psychologists practicing therapy, and these 
few were doing so under institutional auspices and exceptional 
circumstances. Then too, the psychiatrist himself was more isolated 
both from his medical colleagues and from the public than he is 
today. More concerned with the psychotic and the adult than with 
the neurotic and the child, his path did not as often cross that of 
the psychologist as it did in the forties and fifties. 

No continuity in the development of psychotherapists among 
psychologists is discernible from generation to generation. Neither 
Sidis nor Scott stimulated psychologists to work with psychothera- 
peutic problems. In later years individual psychologists prominent 
in psychotherapy gained in stature, not unaided to be sure, but also 
not from combined efforts of any group or from the work of one 
senior individual. Phyllis Blanchard, for example, an acknowledged 
leading therapist, as attested to by her presence in leading symposia 
and by books on the topic, neither received her training in therapy 
from psychologists nor participated in the training of psychologists 
in therapy. Other therapist-psychologists, also, developed along 
individual lines. The work of Carl Rogers, although begun in the 
thirties, did not reach national prominence until the forties. 


Psychologists in the Armed Services and Their Effect Upon 

Psychology in the Postwar Period 

About 1,500 psychologists served in the armed services during 
World War II, About one out of four psychologists thus was called 
upon to function in an applied field—that is, psychology applied 
to the very practical problem of war. Moreover, this group was 
predominantly young, averaging about 32 years of age (24), thus 
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including many individuals just reaching professional maturity, It 
is not unduly optimistic to suppose that some of their experiences 
during these tours of duty carried over in attitude and practice to 
the postwar years. 

To appreciate properly certain changes of attitude, it must be 
remembered that a considerable number of psychologists in uniform 
were products of an academic tradition whose isolationist tendencies 
in regard to professional application prior to the war they were 
quite willingly and even complacently furthering. In fact, Andrews 
and Dreese (16) found that almost 90 per cent of the psychologists 
in military service were in academic or governmental work prior 
to the war. 

From the process of learning to apply their psychological training 
to the military situation, later consideration revealed at least two 
major trends that have had, and will continue to have, profound 
effect upon contemporary psychology. They discovered to their 
mild surprise, and to the considerable amazement of their colleagues 
from other disciplines, that their general training in psychological 
methods was capable of application to many problems which at first 
seemed utterly alien to their background, From aircraft instrument- 
panel design to selecting underwater demolition teams, psychologists 
found that they, in collaboration with specialists from other fields 
had something valuable to contribute, Realization was forced u on 
them that an experimental background in psychology is capabis of 
transfer to intelligent and capable handling of many sorts of 
problems. 

Paradoxically, however, they gained added respect for the clinic 
approach. In this connection it must be realized th 
of the psychologists used clinical and counse 
some part of their period in uniform (24), Many psychologists 
willy-nilly, were placed in a position where they Biotic Fa 
selection and assignment, sat as members of discharge d k 
worked as members of clinical teams, conducted thera dia ee 7 
both group and individual, and in these and many a a c nee 
diagnostic and treatment methods, Concrete o ¢ ee 
interest can be found in an article by Britt and Morgan (2 F this 
cerning the results obtained from a questionnaire R t ) con- 
psychologist in uniform. They conclude that there was Sa ite 
whelming interest in having more practica] postwar gradu a a 


ing. Nearly 24 per cent of the suggestions for new courses for 
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graduate study were clearly within the general clinical field. At 
least some of the armed services psychologists who had previously 
not been particularly receptive came to understand and appreciate 
the contributions, past and potential, of the clinical method. This 
impression is verified by the finding in a survey by Andrews and 
Dreese (16) that three times as many military psychologists en- 
gaged in clinical work after the war as had done so in the prewar 
period. 


Clinical Psychology Today 


With the coming of the forties and World War II, one leaves the 
realm of history and enters the present. It would be both hazardous 
and presumptuous to attempt to trace in detail the events from 
this time on, Nevertheless, certain factors in the foregoing account 
may be related to present trends. Clinical psychology as a method, 
as an attitude, and as a field of endeavor is reflected in its past. 

It would appear that clinical psychology and academic psychology 
have influenced each other markedly, with a reciprocal, symbiotic 
relationship having been formed. Other disciplines, notably the 
medical and particularly the psychiatric and psychoanalytic, influ- 
enced and vitalized clinical psychology. 

Through the thirties certain predominant aspects may be referred 
to as “child,” “psychological,” and “clinical” as contrasted with 
“adult,” “psychiatric,” and “institutional” functions. Distinctively 
psychological clinics and work with children are not only important 
because of their service and scientific value, but also for the com- 
munity orientation that they manifest and the preventive emphasis 
that they maintain. And yet since the thirties the emphasis has 
shifted, 

The “adult,” “psychiatric,” and “institutional” aspects of clinical 
psychology appear to be dominant today, but this is by no means 
an unmixed blessing. Many of the more vocal leaders of the field, 
including to some extent the official committees of the American 
Psychological Association, have fostered emphasis upon the former. 
The extremely valuable support rendered by the Veterans Admin- 
istration to our training and practice has emphasized the current 
trend. Work with adults in a psychiatrically oriented institution is 
a specialty, albeit an important one, in the broader field. 

With the forties also came the domination in the history of clinical 
psychology of one of the trends previously sketched. This was the 
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emergence and implementation of a concept of a profession of 
psychology. One illustration will suffice. Until after World War I, 
there was relatively little demonstrable agreement about the train- 
ing, nature, duties, or status of the clinical psychologist. To quote 
Eysenck, “A person who called himself a ‘clinical psychologist 
might be someone of great eminence, highly qualified academically 
and with 20 or 30 years of practical experience in the fields of 
diagnostic testing, research, and therapy, or he might be a student 
just graduated from the University, without any kind of relevant 
experience, capable only of grinding out Binet I.Q.’s without even 
an adequate understanding of their relevance to the clinical prob- 
lem presented” (41, p. 711). The facet of the professionalization 
of a psychologist, although not completely defined today, has 
reached a degree of precise formulation undreamed of a few years 
ago. 

= issues and accomplishments, stabilizing trends, and un- 
resolved problems may be r 
as a profession. Factors 
the agreement of the great m 
diagnostic appraisal as a task of the clinical psychologist (7, 9, 12, 
55, 94), the presen 
Psychological Association 
the training of clinical psychologists (9, 10, 12, 
looking toward codification of ethical proble 


Administration (1, 58, 103), and the a 
other hand, currently unresolved issues face the profession today. 
The problems on which there are differences of opinion both in 
psychology and in other professions include psychother: a 
task of the psychologist and the natur Paye etuetipy as 


: e of the relation of sychol- 
ogy to psychiatry and medicine (7,18, 54, 55, 72, 87, 94) ds — 


of the relation of psychology to social work (3 
the advisability of certification and licensure (31, 47, 60, 109. 112 
117), the question of the desirability i practice (38, 39), 
the position and function of non-Ph.D.’s in dlinieal pecbctens (18, 
20, 35, 67, 69, 98), and the “imbalance” in psychelo TA = 
scientific and professional demands (63, 87, 88, 89), ae rere 
t, but they are also an expres- 
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sion of the period of professionalization of large segments of psy- 
chology today. 

World War II focused the needs and demonstrated what could 
be done in clinical psychology; the period after the war is still feeling 
the pressure of these social needs and is witnessing the reactions, 
adaptive and otherwise, of a beginning profession to these demands: 
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Clinical Psychology: The Postwar Decade 
E. LOWELL KELLY 


INTRODUCTION 


Ten years ago, as a part of the first Current Trends Conference, 
I had the pleasure of describing and evaluating the burgeoning field 
of clinical psychology. On accepting the invitation for this “return 
engagement,” I immediately reached for Volume I of Current Trends 
in Psychology to see what I had said in 1947, Happily, I discovered 
that I still believed most of the statements I had made on that 
occasion. Furthermore, I found that a fair share of my hopes and 
predictions for the field had been achieved, 

Since I was sure that relatively few m 
would have heard or read the 1947 paper, 
reading it by way of an introduction to this 
in the postwar decade! Fortunately fi 
narcissistic act. 

The assignment today, that of reviewin 
clinical psychology in the postwar decade, is 
because the term, “clinical psychology,” has so many different 
meanings both among psychologists and to members of our relevant 
publics. Some psychologists would equate 


clinical ps chol; ith 
the entire field of psychology. Others, I suspect, regard n: 


source: E. Lowell Kelly, “Clinical Psychology: The Pos ix 2 
Wayne Dennis (Ed.), Current Trends in Psychological hates ne an 
University of Pittsburgh Press, 1961.) Reprinted by Permission ‘of Ge Us h: 
sity of Pittsburgh Press and E. Lowell Kelly, e Univer- 


embers of this audience 
I toyed with the idea of 
review of developments 
or you, I decided against this 


g the major trends in 
a difficult one primarily 
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cancerous growth on their fair discipline. The public and many 
members of related professions tend to equate clinical psychology 
and the medical specialty of psychiatry. Even among clinical psy- 
chologists, there is relatively little agreement as to just what should 
be included or excluded by the term “clinical psychology.” This is 
reflected in the fact that there is no chapter by this name in the 
Annual Reviews of Psychology. Yet in spite of the ambiguities of 
the term, no one doubts that there is such a thing as clinical psychol- 
ogy! And since a look at the program of this conference indicates 
that no other speaker is likely to concern himself with any sub- 
category of clinical psychology, I shall attempt to touch on all 
aspects of the field with the full realization that in so doing I shall 
be forced to touch but lightly on developments in specific aspects 
of the field which one or another member of my audience regards 
as the essence of clinical psychology. 

Ten years ago, I called attention to the fact that although the 
term “clinical” was borrowed from its medical usage, “of or pertain- 
ing to a bed,” it had to come to mean, when applied to any specialty, 
that a person was being regarded, studied, and/or treated as an 
individual, Hence the best broad definition of clinical psychology 
appeared to be “the application of psychological principles and 
techniques to the solution of problems confronting individuals. 

As a broad definition of the field, I am not, after ten years, able 
to improve on this statement. I still believe it is useful to remind us 
that clinical psychology is a segment of applied psychology, and that 
in applying psychology to the real life problems of individuals, the 
clinical psychologist may and does feel free to utilize the principles 
and techniques of all substantive branches of the parent discipline. 
Like any brief definition, however, the simple statement that clinical 
psychology is the application of psychology to problems of the 
individual does not adequately delineate either the boundaries or 
the manifold meanings of the term. In the first place the definition 
is too broad. Partly for historical reasons and partly because of the 
magnitude of the social problem, the application of psychology to 
problems of individuals is not limited to clinical psychologists nor 
to psychologists. Physicans, psychiatrists, social workers, lawyers, 
ministers—indeed the members of all professions who work with 
people—ultilize psychological principles and techniques. And we as 
psychologists are pleased to note that more and more formal training 
in psychology is being included in the training of the members of 
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our sister professions. Clinical psychologists, on the other hand, are 
likely to object to our simple definition for very different reasons. 
Some among them, for reasons which I think I understand, object 
to being classed with other applied psychologists who have in the 


nt, and techniques which clinical 
psychologists find essential in their practice. Still other clinical 


chology and is the name of the largest division of th 
chological Association, 

In view of this state of aff 
trepidation with which I appr 
in clinical psychology in the postwar decade, I 
hazardous assignment for three reasons: (a) any review of recent 
developments would obviously be most incomplete without some- 
one speaking for the largest and most vocal segment of our profes- 
sion, (b) although I am regarded by clinici 
eralist than a specialist in psychology, 
sequence of roles in the American Ps 
opportunity to observe developments rather closely yet without too 
close identification with any of them, and (c) quite frankly, I wel- 
comed the opportunity to do a follow-up study of the case I pre- 
sented in our 1947 conference—that of the formerly rejected child 
who had as of that date recently developed into a rambunctious 
adolescent member of our professional family, 

In spite of the dangers of pursuing an ana 
begin by reporting that our ebullient and 
adolescent has, as I predicted, developed int 


logy too far, I shall 
somewhat rebellious 
Oa reasonably stable 
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and responsible young adult. In Adler’s terms, he has adjusted 
well to the task of work adjustment and seems well on the road to 
working out a satisfactory. form of social and libidinal adjustment. 
As is often the case, the parents have learned perhaps more than 
they are willing to admit from the child-rearing process and like 
Mark Twain, our mature son is increasingly amazed at his parents’ 
ability to learn! Even so there are residual evidences of neurotic 
stress both in our client and his parents. It is believed, however, that 
their levels of anxiety are about optimal for effective functioning 
and that no intensive psychotherapy is indicated! 

Having thus summarized our case, let us now turn to a more 
detailed consideration of specific aspects of its development during 
the past decade. I shall discuss, first, developments related to the 
profession of clinical psychology; second, developments related to 
training; and then attempt to delineate major trends with respect 
to research, techniques, and theoretical orientation. Finally, I shall 
hazard a few guesses concerning developments during the next 
decade. 


CLINICAL PSYCHOLOGY As A PROFESSION 


A useful definition of a profession is the following: a group of 
persons who by virtue of special training are recognized as being 
qualified to offer special services to society. By this definition, 
clinical psychology became a profession during the past ten years. 
Largely as the result of the role description and training qualifica- 
tions prescribed by the Veterans Administration in Circular No. 
105 of 1946, the profession of clinical psychology was associated 
with the services of diagnoses and treatment of individuals and 
research on clinical problems. The same 1946 V.A. announcement 
stated that a clinical psychologist was one trained to the Ph.D. 
degree. 

It is a matter of record that this 1946 document, more than any 
other single thing, has served to guide the development of clinical 
psychology as a profession. Why? Primarily because it was imple- 
mented by: (a) the creation of a large number of job openings 
at attractive salaries, and (b) the creation of equally attractive 
“earn while learn” Ph.D. training programs in major universities. 
Neither the American Psychological Association nor the depart- 
ments of psychology were quite prepared for this development, but 
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both responded to the challenge presented by this proposal to 
create a new mental health profession. The A.P.A. somewhat 
reluctantly agreed to undertake for the first time a process of 
evaluating departments of psychology as training centers, Motivated 
in part by a desire to be of service and in part by the wish to be 
in position to utilize federal funds in developing their graduate 
programs, departments of psychology, in spite of limited staff and 
facilities, undertook to develop Ph.D, training programs with 
specialization in clinical psychology. And with the veteran bulge and 
rising college and university enrollment, there was no dearth of well- 
qualified applicants for this new and promising kind of professional 
training. By 1950 nearly half of the 473 Ph.Ds granted in psy- 
chology were to persons specializing in clinical psychology, This 
Proportion has remained fairly constant throughout the decade with 
the result that Division 12 of the American Psychological Associa- 


tion has been the fastest growing and is currently the largest of all 
A.P.A. divisions. 


While the V.A. program 
development of clinical psychology and while it continues to provide 


factors contributed strongly to the vi 
among these was the United States Pu 
program in clinical psychology, initiated on a relatively s 
in ae but growing in magnitude and impact each Successive year 
until, in 1957, training grants in clinical psychology tot 1 
two million dollars. Ry edince 
Another less obvious but powerful influence romoti 

ot the 
development of the field was the nationwide fitere in and mablis 
support of mental health programs at the state and community 


ly | 
of clinical psychologists being trained, the R a a pape 
tinues to be greater than the supply. nd con: 
More than any other group, except possibly th 7 
numerous body of industrial psychologists, aie aw “ies 
have tended to take psychology outside the acad Bey ogists 


emi 
it to work in the services of mankind, Accordin g oon put 
(3) less than a third of the clinical Psychologists receiving the 


Ph.D. in 1950 are working in a college or univers; h 
per cent are on the payroll of a governmental ee 
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state, or local. The same survey showed approximately one clinical 
psychologist in ten in private practice in 1955. 

The development of clinical psychology as a profession may be 
summarized, then, as follows: 

(a) The one-time minuscule minority group known as clinical 
psychologists has now become a numerically large and profes- 
sionally important segment of our very rapidly growing profession. 
_ (b) This rapid growth in numbers has been accompanied by an 
increase in the level and quality of professional education. Not only 
are there many more clinical psychologists, but as a group they are 
highly selected and uniformly well prepared to assume positions 
of professional responsibility. 

(c) Society has welcomed this new and well-prepared group of 
professional psychologists with open arms. It has offered clinical 
psychologists the opportunity to serv 
and has been willing to pay well ( 
chological services. 

(d) Clinical psychologists have played an influential role in 
persuading the larger parent profession to accept such mature 
responsibilities as the development of an Ethical Code, the certi- 
fication of professional competence (ABEPP), and the promotion 
of state legislation for the control of psychological practice. 

Truly, we can say that clinical psychology is now a mature young 
adult. These accomplishments, largely within a ten-year period, 
are in my judgment almost great enough to merit the term tremen- 
dous. They have been accomplished largely because of the long and 
arduous efforts of a band of devoted persons who accepted the 
challenge of developing this field of applied psychology in a manner 
which would make it possible for psychologists to serve a wider 
group of societal needs and thus come to deserve broader support 
from society. 

But these developments did not occur without considerable Sturm 
and Drang, both within the profession and between psychology and 
other professions. Nor is it correct to imply either that the develop- 
ments are complete or that the stress is all a matter of history. Let 
us next review training in clinical psychology during those ten years. 


e in a wide range of settings 
if not handsomely) for psy- 
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CLINICAL PsxcuoLocy TRAINING 


to read it again before 
preparing the present paper. In retrospect, I am of the opinion that 


this admittedly long but fundamentally sound report deserved the 
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respect and at least some of the awe with which it came to be 
eet by those responsible for graduate training in psychol- 
8y- 

; Although we cannot take time to examine all of the recommenda- 
tions of the Shakow Report, several of the basic principles enu- 
merated in it were so important in determining the nature of the 
profession that we must note them in this review: 


_ 1. A clinical psychologist must first and foremost be a psychologist 
in the sense that he can be expected to have a point of view and a core of 
knowledge and training which is common to all psychologists. 

2. The program of education for the doctorate in clinical psychology 
should be as rigorous and extensive as that for the traditional doctorate. 
In general this would represent at least a four-year program which com- 
bines academic and clinical training throughout but which includes in- 
tensive clinical experience in the form of an internship. > 

3. Preparation should be broad; it should be directed to research and 
professional goals, not to technical goals. Participants should receive 
training in three functions: diagnosis, research, and therapy, with the 
special contributions of the psychologist as a research worker emphasized 
throughout. . . . 

4. In order to meet the above requirements the program calls for 
study in six major areas: (a) General psychology; (b) Psychodynamics of 
behavior; (c) Diagnostic methods; (d) Research methods; (e) Related 
disciplines; (£) Therapy. . . - 

_5. The program should concern itself mainly with basic courses and 
principles rather than multiply courses in technique. . - - 

6. Courses should be scrutinized for their content, rather than 


judged by their titles. . . - 
f instruction should be organized around 


7. The specific program o 
a careful integration of theory and practice, of academic and field work, 


y persons representing both aspects. - - - 
8. Through all four years of graduate work the student should have 


contact, both direct and indirect, with clinical material. . . - 

13. Throughout the course of training there should be an emphasis 
on the research implications of the phenomena with which he is faced, so 
much so that the student is finally left with the set constantly to ask “how” 
and “why” and “what is the evidence” about the problems with which 


he is faced. . . 

14. In addition to the research implic 
become sensitive to their social implication 
to see beyond the responsibilities he owes to the in 
those which he owes to society. (1, pp- 543-55) 


ations of the data he should 
s; he must acquire the ability 
dividual patient to 


With these principles serving as broad guidelines, there was begun 
what later came to be recognized as something of an educational 
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experiment: the training of persons both as scientists and as practi- 
tioners, not in a separate professional school but in the graduate 
schools of our universities. 

In retrospect the first two or three postwar years were hectic 
ones as far as training activities were concerned. Confronted with 
the “veteran bulge” of students both at the undergraduate and 
graduate levels and a general shortage of qualified staff members, 
departments of psychology were hard pressed to develop graduate 
programs which approached the ideal one proposed by the Shakow 
Report. But by using this report as a model and by taking advantage 
of ‘the willingness of staff to work long hours, some forty university 
departments were able to develop graduate programs in clinical 
psychology. Although these differed markedly in detail and were 
of varying quality, it is likely that the poorest was better than the 
best that had been available before the war, 

By 1949, it appeared desirable that those most concerned with 
training problems have an opportunity to take stock, compare ex- 
periences, and discuss policy issues, With the assistance of a United 
States Public Health Service grant, a two-week conference was 
arranged at Boulder, Colorado, in August, 1949, Seventy-one 
participants representing forty-one universities and other interested 
groups followed an arduous schedule of group discussions on every 
conceivable aspect of the problems of graduate training in clinical 
psychology. While the conference was probably of primary value 
to the participants, its deliberations were made more generally 
impactful by the publication of “Training in Clinical Psychology” 


as a report of the conference, (8). And although the Boulder Con- 
ference was not in a position to legis] 


policy, several of the many resolutions 
were later to become official policy of the A 
to mention only a few of these actions, 


revered document, More import: 
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what schizophrenic nature of clinical psychology as a profession was 
adopted as official policy! 

While the Shakow Report itself is characterized throughout by 
an emphasis on principles and goals of training and recommends 
flexibility and experimentation with respect to means of implemen- 
tation, the generally enthusiastic approval given the report by the 
Boulder Conference certainly tended to increase the uniformity of 
training programs throughout the country and I am afraid tended 
to crystallize them somewhat prematurely. 

(b) The conference recommended: “the creation of a committee 
with broad powers to examine and review educational philosophy, 
methods and standards beyond those serving as accreditation in any 
one field of applied psychology, and with power to review accredita- 
tion policies and practices.” This resolution perhaps more than any 
other force led to the organization of the Education and Training 
Board and its associated committees within the A.P.A. structure. 

(c) The conference recommended that standards be developed 
for field training agencies. This charge was carried out and the 
suggested standards published in 1950. (2). 

(d) Another resolution led to the decision of the A.P.A. to publish 
annual lists of departments approved for graduate training in clin- 
ical (and later counseling) psychology. l 

(e) The conference spent considerable time in discussing rela- 
tionships with personnel in other professional specialties concerned 
with mental health and with problems of legislation for psycholo- 
gists, both matters to which the A.P.A. was to give much attention 
in the years to follow. 

Realizing that the problems of training were complex and far 
from solved, the Boulder Conference recommended that a similar 
meeting be held a few years later, preferably in 1951. It was not, 
however, until 1955 that the group of key persons interested in 
training assembled at Stanford for another systematic discussion of 
their problems. By this time, a fair number of the conference 
participants were graduates of programs initiated in 1946. 

The Stanford Conference differed from the Boulder Conference 
in many ways. First, it was much shorter, four days as compared 
with two weeks. Second, there did not seem to be so many burning 
issues to be discussed and the discussions were much less animated 
than those at Boulder, Those of us who participated in both meet- 
ings could not but feel that there was almost too much complacency, 
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too much of a tendency to regard current programs and practices 
as “good enough.” And although considerable effort was made to 
direct discussion to the evolving role of the clinical psychologist in 
programs of community mental health, as contrasted with direct 
service to individual patients, there seemed to be little enthusiasm 
for such a changing conception of role—involving, as it inevitably 
would, changes in courses, field work, and staff orientation, There 
were admittedly cross currents of conservatism and revolution 
present in the Stanford Conference, An Opinion which was fre- 
quently expressed in the smaller group discussions might be stated 
as follows: the eventual strength and application of “clinical” psy- 
chology as a force in the society had not even been approximated 
thus far—that is, the rather limited conception of operation within 
a clinical framework, with the psychologist serving as a (respect- 
able) handmaiden to the medical profession, while desirable during 
our adolescence, may ( have) become a trap. A profession as young 
as ours should still be virile and expansive, although of course not 
caught in its own grandiose delusions, 

Unfortunately, however, such thinking was not reflected in the 
published report of the Stanford Conference (12) and, frankly, 
some were concerned because clinical psychology as a profession 
was showing signs of having matured too rapidly into a conservative 
adult, unwilling to accept the larger challenges of preventive mental 
health programs, It appears too early to judge whether or not such is 
the case. It must be noted, however, that clinical psychologists have 
shown some reluctance to accept the challenge of working with 
educators and schools to develop effective programs of school 
psychology, in spite of the admitted great social need for persons 
especially oriented to work in public schools (4). Perhaps, this 
social need will only be met when a federal agency begins support- 
ing equally attractive training programs tailored to orient psy- 
chologists to work in school settings, 
lopments, both in the programs of federal agencies, 

i ing the role of psychology in the mental 
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of action is the recent decision of the U.S.P.H.S.—that from now on 
its training grants and stipends may be used to train not only per- 
sons planning to do clinical work but any kind of psychologist in- 
terested in contributing to the furtherance of mental health. It is 
too early to assess the full impact of these actions, but already it 
appears likely they are going to have one of two immediate effects: 
(a) our conception of the role and function of the clinical psycholo- 
gist will be revised and broadened, or (b) the proportion of 
graduate students specializing in clinical psychology (in large part 
because of the availability of the substantial support of these pro- 
grams) is going to become smaller. 

Still another possibility, admittedly the more remote, is that the 
distinctions between various kinds of psychologists will become 
more and more blurred. Personally, I can conceive, and view 
without alarm, the possibility that instead of grinding out uniformly 
trained and labeled clinical psychologists, departments of psy- 
chology will, in increasing numbers, be graduating well-trained 
psychologists, all with a sufficient core of knowledge and common 
skills to deserve the label, “psychologist,” but each with a relatively 
unique combination of special knowledge and techniques selected 
to prepare him for a particular role in society. Some graduate de- 
partments have already responded to these new forces by abandon- 
ing many of the required courses and course sequences which 
were taken for granted in the “standard” clinical program of a few 
years ago. Departments moving in the direction of increased cur- 
ticular flexibility for the Ph.D. are not, as has been suggested, 
giving up clinical training.” Special courses in clinical subjects 
and clinical techniques are still available to students who wish to 
take them, but there is no longer one and only one set pattern of 
them required of all students. Some of us, at least, are not nearly 
as sure about the existence of any “royal road” as we once were! 
: There is concern in some quarters lest these moves in the direc- 
tion of greater curricular flexibility will result in an unfortunate 
loss of significance of the label, “clinical psychologist.” In the 
absence of other appropriate devices for certification, graduate 
departments, quite properly, I think, accepted the responsibility 
for a kind of professional certification (ie., labeling) during the 
past decade. But with the coming of state certification, I have 
serious doubts that it is a practice which is in the best interests of 
graduate education in psychology. 
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Furthermore, now that the A.P.A. has adopted a policy against 
specialty designations in the state certification of psychologists, it 
would seem peculiarly inappropriate for our graduate schools to 
perpetuate the practice of informal certification by specialty of the 
young Ph.D. Such specialty certification for the more mature 
specialist is provided by ABEPP and hardly seems necessary in the 
case of the fresh Ph.D. whose transcript and training record is 
readily available to any prospective employer. Only if we are sure 
that society needs a relatively large number of relatively standard- 
ized clinical psychologists would it seem defensible to turn them out 
in large numbers. And if this is the case, which I doubt, the time 
may have come when we should create professional schools with 
relatively uniform and prescribed curricula. 


THEORY, TECHNIQUES, AND RESEARCH IN 
CLINICAL PsycuHoLtocy 


Because of the general agreement that clinical psychologists are 
first of all psychologists, their graduate training has uniformly in- 
cluded work in general and systematic psychology, statistics, and 
research methodology. These subject matters and techniques are 
shared by all psychologists, Clinical psychologists as a group differ 
from their fellow psychologists by virtue of greater familiarity with 
and interest in: personality theory and psychopathology, diagnostic 
techniques (especially those leading to idiographic as opposed to 
nomothetic interpretations), and psychotherapy. Among themselves, 
however, clinical psychologists differ widely with respect to the 
particular theories to which they subscribe and to the particular 
techniques of diagnosis and therapy which they utilize in their ac- 
tivities. In fact, the variation with respect to theoretical orientation 
and techniques of practice is so great that it is extremely difficult to 
identify any real entity of clinical psychology as a substantive 
discipline. About the best that one can do is to say that clinical 


P yoko is what clinical psychologists think about, write about, 
and do 
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clinical psychologists, there are sizable minorities who are equally 
committed to other orientations, e.g., Rogerian, Sullivanian, or 
learning theory—and within the past few years, at least two rela- 
tively new orientations have been proposed by Rotter (9) and by 
George Kelly (6). Similarly, wide variations exist with respect to 
preferred techniques of diagnosis and therapy. 

This situation is almost inevitable in view of the simple fact that 

clinical psychologists are continually confronted with service 
problems for which there are as yet no scientifically derived solu- 
tions of known validity. Intelligent people, confronted with com- 
plex problems, inevitably prefer to view them in the light of some 
set of organizing principles—and it is hardly surprising that each 
clinician adopts that set of principles which to him makes the best 
sense out of what would otherwise be an incoherent mass of 
clinical case materials. Similarly, in the absence of diagnostic and 
prognostic techniques of proved validity, each clinician confronted 
with the necessity of making professional decisions of critical im- 
portance in the life of a patient is understandably likely to rely on 
that technique or group of techniques which yield information 
which can be most readily integrated with his theoretical formula- 
tion of the case. And finally, in the absence of any conclusive evi- 
dence for the effectiveness of any therapeutic technique, one can 
hardly blame a clinician for utilizing whatever therapeutic approach 
he finds most comfortable in his effort to help a person with prob- 
lems. 
In a word, the practice of clinical psychology is of necessity still 
largely an art because the science of psychology has not yet pro- 
vided the basic knowledge and techniques which permit clinical 
psychology (or psychiatry) to be practiced as an applied science. 
This unfortunate state of affairs leads different psychologists to very 
different conclusions. The tough-minded say in effect: “Since we 
don’t know what we are doing, let’s not waste any time in doing 
it—time that might be better spent in developing our science to the 
point that it can sometime be useful.” The more tender-minded 
say: “While it’s true that we are woefully ignorant, we know enough 
to be helpful in our artistic endeavors—and besides, only clinical 
activity permits certain essential kinds of observations, and tends 
to stimulate those hypotheses which are most likely to contribute 
to the development of our science.” 

So goes the argument. We shall not pursue it here except to note 
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that the clinical psychologist trained both as a scientist and as a 
practitioner finds himself squarely in the middle. While wearing 
one hat he is expected to be the skeptical, critical, and rigorous 
tester of hypotheses and then put on his other hat and assume 
competence in diagnosis and/or treatment. Caught between these 
pressures, it is hardly surprising that some clinical psychologists 
have chosen to escape from the conflict by moving all of the way 
toward the practitioner side, behaving and thinking and writing 
very much like social workers and psychiatrists. Others have given 
up all pretense of being clinicians and accepted full-time research 
positions. Still others have retreated to full-time teaching or ad- 
ministrative roles often without realization that these activities are 
fully as artistic as clinical practice! 

A hardy group of clinical psychologists have managed to accept 
the necessity of clearly delineated functional roles, shifting easily 
as the occasion demands, from one to the other. It is my guess that 
the members of this group are most likely to make contributions 
significant both to the basic science and to the improvement of 
practice. At this point, I should like to attempt, not a detailed 
analysis of specific contributions of such individuals, but rather 
sketch what appear to me to be the major trends discernible in 
the writings of clinician-scientists during the past ten years. I shall 
not pretend to document these impressions and am well aware that 


certain of them may reflect in part my own biases or even my hopes 
for future developments in the field, 


My general impression is that as clinical 
a recognized and valued profession, 
developed a much greater sense of s 
display increasingly signs of indepen 
ticular, I note the following encour: 

(a) Theory. This is a less slavish 
analytic theory as the only theory 
there is much more a rapidly dev 
ogy” and in neo-Freudian orien 
factors in pathology. This is eve: 
analytic formulations of clinical 


psychology has become 
clinical psychologists have 
ecurity permitting them to 
dence and humility. In par- 
aging developments: 

acceptance of orthodox psycho- 
to guide practice. For example, 
eloping interest in “ego psychol- 
tations which emphasize social 
n a willingness to consider non- 


problems. In a word, there is an 
increasing recognition of the tremendous complexities of human 


behavior and the need for even better theoretical formulations. 
(b) Content. It would almost appear that clinical psychologists, 
while continuing and extending their former interest in personality 
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theory and psychopathology, have rediscovered the soma—at least 
some of them have! Interest and research in neurophysiological 
processes and in psychopharmacology are rapidly increasing. There 
appears to be a willingness to acknowledge the almost forgotten 
possibility that genetic factors may play a role in certain clinical 
conditions. Along with this rediscovery of constitutional factors 
has come increasing recognition of the importance of individual 
differences in all behavioral variables. 

(c) Practice (Diagnosis). Confronted with overwhelming diag- 
nostic service loads, yet without diagnostic techniques of tested 
validity, postwar clinical psychologists were led to adopt certain 
procedures primarily on the basis of “face-validity.” In large part 
because these tools enable their users to write case reports which 
were favorably received by their psychiatric colleagues, these tech- 
niques soon came to be accepted as valid and essential to clinical 
practice, In fact, one could almost say that by 1950 they had be- 
come a part of a sacred ritual. The last half of the decade has seen 
many clinicians behaving as psychologists with respect to these 
tools, i.e., undertaking research to evalute them for the purposes for 
which they are being used. Such studies have resulted in con- 
siderable revision in both thought and practice. I get the impression 
that there is much less faddism with regard to specific techniques, 
much greater humility with respect to their power, and a clear 
recognition of the need to improve older techniques while at the 
same time searching for better diagnostic and prognostic devices. 
Development work on techniques of assessment seems to be now 
going forward with a much healthier respect for rigor and valida- 
tion than characterized the first half of the postwar decade. 

(d) Practice (Therapy). Immediately after World War II, many 
clinical psychologists worried lest they not be permitted “to do 
psychotherapy.” However, the service demands for therapy were 
So great that—except for isolated situations—most psychologists not 
only were permitted to do therapy, but were encouraged to carry 
their share of the treatment load. In one large clinic, I remember 
hearing psychologists complain that their heavy therapy load was 
causing them to lose their diagnostic skills! In any event, the past 
ten years gave a large number of clinical psychologists extensive 
Opportunity to engage in psychotherapy. A few of them found it 
personally gratifying and have become full-time therapists. A few 
others tried it and found they disliked this type of service activity. 
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Most clinical psychologists in service positions today are likely to 
do some therapy but the range of theoretical orientations and 
techniques appears to be great (5). 

More important than the participation of clinical psychologists 
in therapy is the fact that they have been doing research on therapy. 
Ten years ago, Rogers and a few of his students were almost alone 
in proposing research on the outcomes and process of therapy. 
Today, such research is regarded both as appropriate and necessary. 
It is no accident, I suggest, that research on therapy is carried out 
primarily by clinical psychologists, trained as psychologists first. 
And while such research has not yet yielded any major break- 
throughs in this complex and still essentially artistic domain, I 
predict that when important discoveries are made, these will be 
made by clinical psychologists, 

Even a brief summary of the therapeutic activities of clinical 
psychologists must include mention of the rapid expansion of group 
psychotherapy during the postwar decade. In any clinic or hospital 
where group psychotherapy is being carried on, psychologists are 
likely to be active participants if not the leaders in the program. 
In spite of the lack of any general agreement regarding either the 
theoretical bases or the most effective techniques, group therapy 
appeals to clinical psychologists, In part, I suspect this is because 
of its promises to extend the number of patients who can be treated 
with a limited number of therapists, and also, because it emphasizes 
(more than individual therapy does) certain social-psychological 
factors in emotional re-education, 

These then are what I consider the major developments in what 
might be called the substantive aspects of clinical psychology. 

postwar trends in clinical psychology would 
t emphasize the very important interactional 
at clinical staff members as well 
integral parts of our departments 
course in the graduate curriculum 
if not better!) because clinical 


ask such questions as: “How can I apply this 
theory to the clinical problems with which I am most familiar?” 


“How can this technique be adapted to the problem of differential 
diagnoses?” or “What statistical technique is really appropriate for 
the kinds of data I can collect for my thesis?” With learning 
theorists and experimentalists now utilizing the construct of anxiety 
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as defined by clinicians and with clinicians using Skinner boxes and 
factor analysis in their research, I suggest we are on the threshold 
of an even more productive period of collaborative thinking and 
investigation—productive both for our basic science and for its 
applications to the problems of mankind. 
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[5] 
The Clinical Psychologist 


WILLIAM A. HUNT 


. .. A man cannot live by the practice of pure science alone, 
although today with all the great stress on research and the myriad 
of research positions and fellowships available for occupancy it is 
more possible to do this than it was before, In the early days of 
psychology, however, it was seldom possible for a psychologist to 
be employed full time in a research position on a remunerative 
basis. Pure scholarship and pure research did not pay off. Quite 
literally, there was no money in it. Usually the scholar took to 
teaching in order to live. Psychological research then was largely 
done by men whose basic livelihood came from teaching activity. 
One taught in order to do research, although gradually as research 
became a criterion for academic advancement, one might be said 
sometimes to do research in order to teach. In any case this re- 
sulted in the close intermingling of research activity with academic 
activity and gave classical psychology a heavily academic heritage. 
This influence is still with us. The researcher today is often aca- 
demician as well. It results in a certain unworldliness, some isola- 
tion, and a definite tendency to intellectualization as a preferred 
mode of defense. It produces a tendency to recognize the problems 
of the world but to feel that there is nothing there that cannot be 
corrected by a good monograph. It results in much misunder- 
standing and frustration when it clashes with the practical orienta- 
tion of the applied scientist, or shall I simply call him the practi- 
tioner, 

Psychology, as a science of human behavior, has busied itself 
with many things. It has investigated the receptive aspects of the 
organism, studying sensory process and perception. It has inves- 


source: From Hunt, William A., The Clinical Psychologist, 1956. Courtesy 
of Charles C Thomas, Publisher, Springfield, Illinois. Also reprinted by permis- 
sion of William A. Hunt. 
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tigated the organizational aspects of the central nervous system, 
studying thinking and the so-called higher mental processes. It has 
delved into the alteration of behavior and studied learning. It has 
investigated memory and forgetting, and discovered classic laws 
governing these phenomena. It has looked at motor response, both 
at individual muscle action and at integrated movement as well. 
To see human behavior in a phylogenetic context, it has studied 
animal behavior and developed a comparative psychology. To see 
behavior ontogenetically it has studied the developmental aspects 
of the human organism, and child psychology has resulted. To see 
normal behavior against the context of the abnormal, it has ex- 
perimented with clinical material and added immeasurably to 
descriptive psychiatry. It has done all these things and many more 
and it is still doing them. 

In the course of its development in these manifold fields, psy- 
chology has crossed many boundaries. Psychotherapy is not the 
only area of overlap between psychology and other related dis- 
ciplines, although it does seem to be the most painful and con- 
flictful. There are innumerable other instances, even though they 
have not attracted the same attention or had the same nuisance 
value. The psychology of sensation led into the physiology of sen- 
sation and only a Solomon today could say whether some of the 
psychologists working in the field of vision are really psychologists 
of physiologists. Nor is anyone worried, perhaps because they have 
not set themselves up as ophthalmologists or optometrists. In study- 
ing the thought processes psychologists were led to an interest in 
cerebral function and from there to the problems of cerebral local- 
ization. Some psychologists doing research in the field even became 
skilled brain surgeons at the animal level. . . - 

It would not be reasonable to expect any science dealing with 
human behavior to remain pure very long. To assume that you can 
develop laws explaining human behavior, and not to expect mankind 
3 apply these laws for the betterment of human living and for the 
acilitation of efficient social intercourse, would be incredibly 
naive. Whatever the abstract philosophical and ethical question 
involved may be, at a practical level to expect humanity not to 
use psychology would be the equivalent of opening a well-stocked 
candy store and soda shop next door to a teeming grammar school 
and then walking away leaving it unlocked and unattended. 
Juvenile society would take matters into its own hands, some of 
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your unguarded bounty would be used to satisfy biologically real 
and socially legitimate hunger drives, some misused to promote 
the unfortunate growth of adolescent indigestion, and some seized 
upon by business-minded juvenile middlemen to further an econom- 
ics of personal gain. In any case the result could be predicted; 
there should be no cause for disillusionment among the mature. 
Psychology has never been able to resist this drive to the applica- 
tion of its scientific data. It is a basic motivation in the development 
of psychology, particularly of psychology in America. How could 
it be otherwise with William James, the patron saint of American 
psychology, writing like a novelist, and with the turn of the cen- 
tury witnessing the birth of functionalism and the Chicago school 
with Dewey and Angell? Functionalism stood for a stress on the 
how and why of behavior as well as the what. It wanted not mere 
description but dynamic understanding, and it realized the practical 
value of this understanding. Dewey both carried the battle directly 
into the systematic camp of structuralism with his paper on the 
concept of the reflex arc, and at the same time proclaimed in 
missionary fashion the necessity of remodeling educational pro- 
cedures to fit psychological principles. Angel assaulted the very 
fortress of philosophy by threatening that “functional psychology 
if not stopped must issue in a logic, an ethics, and an aesthetics.” 
These are fighting words, Latent in much of the functionalist writing 
of this time is the sound of trumpets blaring in the distance, and 
the sight of banners waving in the mist. There was no doubt that 
psychology was on the march and that the welfare of mankind was 
its cause. American psychology was introducing the principle of 


ee destiny into the sciences of man, Let the decadent powers 
eware. 


This influence cannot be u 


nderestimated. It was not by mere 
chance . 


. . that Watson, the Chicago-trained behaviorist, ended 
up after leaving the formal field of psychology by eventually 
writing a practical book on the training and development of the 
child; or that B. F, Skinner, the outstanding exponent of the be- 
haviorist viewpoint today, wrote a novel revolving around a modern 
Utopia (Walden Two), and managed to produce both an appara- 
tus for baby tending and a machine utilizing psychological prin- 
ciples to teach children arithmetic, As Boring points out in his 
history of experimental psychology, functional psychology is Amer- 
ican psychology. What better example than Boring’s book itself 
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could we ask for! This is certairily not a “structural” history, merely 
concerned with a dry statement of what happened and giving only 
some minor attention to how it happened. It attempts to answer 
what, how, and most of all why, and in so doing it explores social 
and cultural influences, leans heavily upon the concept of Zeitgeist, 
and deals with scientific production in relation to the individual 
personalities of the scientists involved. It is a tribute to the strength 
of the functional drive in American psychology that Boring, 
Titchener-trained and identified as he was, could write in this 
fashion. 

Thus it was inevitable that as psychology developed many of its 
interests would be functional and would lie in areas of practical 
concern to everyday living. . . . r 

... The applied interest has penetrated the “purer fields as 
well. Experimental psychology today is applying learning theory 
to the many problems of large scale technical training such as arise 
among the military services. Motor responses are being studied so 
that optimum operating conditions can be evolved for the highly 
complicated machines of our current civilization. Physiological psy- 
chology is concerned with the problems of instrumentation as they 
must be related to and limited by the sensory equipment of the 
human organism. Social psychology has found that polling tech- 
nigues are vital in consumer research for industry, and that the 
dynamics of small groups are important in the selection of bomber 
crews, 

Nor is this functional and applied interest merely a matter of 
Tesearch, scholarship, and teaching, More and more, psycholo- 
gists have found that the practical applications of their skills can 
become a full-time occupation and have left their old academic 
or research positions for remunerative jobs in industry or with 
private consulting firms. Sometimes they lose their name-identity 
as when a social psychologist trained in polling techniques and 
Opinion surveying joins an advertising firm and becomes an “ad- 
vertising” man. Or when a psychologist interested in testing methods 
and selection devices joins an industrial firm to become a “personnel” 
man. More often they keep their name-identity as many specialties 
develop within psychology and reach a recognized professional 
level. Thus the psychologist trained in developmental psychology 
with experience in child testing and some added clinical experience 
may become a school psychologist and function under that title. 
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The psychologist interested in working in the medical setting and 
trained in testing, interviewing, research, and therapy becomes a 
clinical psychologist, and if his interest is in the disciplinary area 
he may become that special kind of clinical psychologist called a 
court psychologist or a prison psychologist. There even are con- 
sulting psychologists whose jobs are, as it were, to cover the water- 
front, and to make available to anyone in need of their services all 
the material from any of the various fields of psychology that may 
be pertinent to the problem at hand. . . . 

If it was inevitable that once psychology had begun to develop 
laws describing human behavior some psychologists should put 
this knowledge to applied interest, this functional and humanitarian 
orientation would be particularly evident in the field of mental 
hygiene and normal man’s emotional adjustment to his problems of 
daily living. 

As American psychology developed, individual psychologists 
were drawn into the study of the physiological and behavioral 
development of the child; the methods of experimental and phy- 
siological psychology were applied to the field of psychopathology, 
both to further the descriptive psychiatry so prevalent in the first 
part of the century, and to check more directly on the problems of 

_ etiology; psychometrics was developed to meet the need for under- 
standing and measuring intelligence, concomitantly with the need 
for measuring skills and aptitudes; and personality and its structure 
were subjected to direct laboratory investigation. The results of 
these and other psychological approaches were applied to child 
training, to education, to vocational guidance, to emotional re- 
education and to the treatment of physiological, intellectual, emo- 
tional handicap, etc. A tradition of clinical application developed 
in close connection with and mutually reinforcing and stimulating 
the main trends of academic experimental psychology. Clinical 
psychology as we know it today is a coalescence of currents from 
child psychology, experimental psychology, physiological psychol- 
ogy, developmental psychology, abnormal psychology, psycho- 
metrics, personality theory, and social psychology. Clinical 
psychology is a precipitate of all the vast ferment that was psy- 
chology during this period and that is psychology today. Through 
it, all the knowledge of human behavior gained from psychology 


has been focused upon the problems of human adjustment. . . - 


[6] 
Clinical vs. Statistical Prediction 
PAUL E. MEEHL 


. . . My thesis in a nutshell: 


There is no convincing reason to assume that explicitly formalized 
mathematical rules and the clinician’s creativity are equally suited 
for any given kind of task, or that their comparative effectiveness 
is the same for different tasks. Current clinical practice should be 
a more critically examined with this in mind than it has 

een: yas 


THE PROBLEM 


One of the major methodological problems of clinical psychology 
concerns the relation between the “clinical” and “statistical” (or 
“actuarial”) methods of prediction. Without prejudging the question 
as to whether these methods are fundamentally different, we can 
at least set forth the main difference between them as it appears 
superficially. The problem is to predict how a person is going to 
behave. In what manner should we go about this prediction? 

We may order the individual to a class or set of classes on the 
basis of objective facts concerning his life history, his scores on 
psychometric tests, behavior ratings Or check lists, or subjective 
judgments gained from interviews. The combination of all these 
data enables us to classify the subject; and once having made such 


a classification, we enter a statistical or actuarial table which gives 


the statistical frequencies of behaviors of various sorts for persons 


belonging to the class. The mechanical combining of information for 
classification purposes, and the resultant probability figure which 


source: From Clinical vs. Statistical Prediction: A Theoretical Analysis and 
a Review of the Evidence by Paul E. Meehl. The University of Minnesota 
Press, Minneapolis. Copyright 1954 by the University of Minnesota. Reprinted 
by permission of the University of Minnesota and Paul E. Meehl. 
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is an empirically determined relative frequency, are the character- 
istics that define the actuarial or statistical type of prediction. 

Alternatively, we may proceed on what seems, at least, to be a 
very different path. On the basis of interview impressions, other 
data from the history, and possibly also psychometric information 
of the same type as in the first sort of prediction, we formulate, as in 
a psychiatric staff conference, some psychological hypothesis regard- 
ing the structure and the dynamics of this particular individual. On 
the basis of this hypothesis and certain reasonable expectations as 
to the course of outer events, we arrive at a prediction of what is 
going to happen. This type of procedure has been loosely called the 
clinical or case-study method of prediction, 

- . . A psychologist’s orientation . . . has a considerable impact 
on his clinical practice. The degree and kind of validation he re- 
quires for a clinical instrument before using it to decide matters 
of commitments, shock, lobotomy, and psychotherapy depend upon 
his conception of validation and his notion of what the phrase 
“clinical validation” can reasonably mean. It is quite clear that a 
large number, perhaps the majority, of heated arguments about 
projective methods turn very shortly into a clinical-statistical con- 
troversy. And quite apart from a choice of testing instruments in the 
light of their validities, the distribution of clinical time is involved. 
How many hours of time of skilled psychological personnel can be 
profitably spent in staff conferences or team meetings in the attempt 
to make clinical judgments about the therapeutic potential of cases? 
This problem arises because therapists are in shortage. Every hour 
spent in thinking and talking about whom to treat, and how, and 
how long, is being subtracted from the available pool of therapeutic 
time itself. The clerk or the statistician cannot do therapy; hence 
it is of the greatest importance to ascertain whether the clinician 
can do a better job of prediction than they can. If he cannot, we 
are wasting his precious time. 

Furthermore, there are in every clinical setting occasions on which 
the predictions which would be made from a straight actuarial ap- 
proach do not agree with the predictions made by a clinician. If 
some class to which the patient objectively belongs suggests a 
certain type of outcome on the basis of previous statistical experi- 
ence, whereas the staff member who has been working with the 
patient feels that he understands the problem in terms of the indi- 
vidual dynamics of the case, it is necessary to decide whether 


Clinical vs. Statistical Prediction 129 


practical decisions should be based on the actuarial findings or on 
the insight of the individual clinician. 

The professional relationships of the psychologist are also pro- 
foundly influenced by his position on this issue. The use of psycho- 
metric devices, a statistical orientation, and the possession of statis- 
tical skills constitute unique tools of the psychologist. In the matter 
of history-taking and, if properly trained, counseling and psycho- 
therapy, the psychologist, psychiatrist, and social worker are all 
capable; yet each of the three disciplines has its own unique kind 
of contribution. The professional prestige of the clinical psychologist 
and the kind of professional satisfaction he gets from his work will 
be influenced profoundly by his orientation with respect to clinical 
and statistical methods. 

... Some of the questions which are often involved in the 
clinical-statistical discussion may be stated: Which of the two 
methods works better? How much mathematics and statistics should 
be required in the training of clinical psychologists? What should 
be done in individual cases when the actuarial and clinical predic- 
tions are not in agreement? Can it be argued that the statistical ap- 
proach is suited for research but the clinical or case-study approach 
is the only one suited for clinical practice? Since clinically we are 
concerned with individuals and not group trends, should we there- 
fore be paying less attention to the results of statistical methods 
when we work in the clinic? Do statistical methods imply an 
ignoring of “dynamic” factors? Can statistical methods be applied 
to all phases of projective techniques? If not, what limitations are 
there? What is to be substituted for them? Are there kinds of 
questions which it is simply absurd to try to formulate statistically? 
Is there a kind of clinical validation which brings its own credentials 
and is freed of the traditional problems of validity? Doesn’t a global 
approach make statistical procedures outmoded? What relation 
exists between the statistical-clinical and nomothetic-idiographic 
dichotomies? Are these dichotomies or actually continua? What 
about the statistics of the single case? How about taking the person 
as your population from which samples are taken? Aren't statistical 
methods appropriate only to inventories of the old type? Could not 
all clinical inferences be, in theory, made in a formal, statistical 
fashion? As science advances, can’t we expect to sec the gradual 
replacement of the clinician’s judgment and synthesis by automatic, 
cut-and-dried manipulation of data? 
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. . - Discussions regarding the use of statistical methods in clinical 
work are sometimes confused because arguments for or against one 
of these uses of statistics are erroneously treated or reacted to as 
arguments for or against the other. For example, in response to a 
demand for validation data, clinicians will sometimes state that they 
“do not work in a mechanical, additive way” and that the usual 
statistical procedures are therefore not applicable to their clinical 
behavior. More often than not, this is hokum., Again, some clinicians 
object to factor analysis because it uses basic equations with no 
cross-product terms, and because the assumption of constant factor 
loadings over the population is implausible. Here the clinician is 
(I think perhaps validly) calling into question a psychological pre- 
supposition needed for a particular structural-analytic use. But this 
does not in the least free him from the obligation of showing statis- 
tically that his own predictions, on different assumptions, tend to 
be correct, That is, it does not enable him to avoid the discrimina- 
tive-validating use of statistics, Unless these functions are separated, 
confusion results continually, 

. . . For purposes of discussion let us consider the two extreme 
cases of the clinical-actuarial continuum without prejudging whether 
there are any qualitative differences, Let us suppose that the factual 


(observational) material from which prediction is made consists 
of the protocols of a dia 
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of a large and complex actuarial table or, alternatively, a multiple- 
variable prediction equation in which the variables employed are 
the psychometrics and some quantification based on a classification 
of events in the history and interview material. A clerical worker 
is to take this material, enter the actuarial table or substitute in the 
prediction equation, and grind out mechanically, by straightforward 
arithmetical procedures, without the use of any judgment or inter- 
pretive inference . . . a number which represents the optimal pre- 
diction of the criterion here involved. That we are usually concerned 
to predict several aspects of adjustment, and hence would rarely 
want a single number, is not relevant here, And for any tender- 
minded clinician who objects to the whole idea, let him substitute 
a collection of adjectives such as he naturally uses every day. I am 
interested in a careful scrutiny of these kinds of predictive process 
both from the standpoint of the behavior of the predicting organism 
(clinician or clerical worker), and from that of the objective 
(formal) relation of the prediction to its evidence. 

. . . Let us consider the predictive activity of the clinician. . . - 
As clinicians we would usually say that to the extent that we do 
more than a second-rate job of actuarial prediction, we endeavor to 
form a conception of “this person”; and it is from this conception, 
combined with certain admittedly actuarial expectations as to the 
external events of the future, that our prediction is derived. Most of 
us would argue, for example, that the behavior we are trying to 
predict is a consequence of inner variables and is not a causal con- 
sequence of the facts utilized by the clerical worker. Everyone 
admits that behavior is determined by the state of the field and 
organism at the time it occurs, The facts of the psychometrics, the 
history, and the interview are not related by direct causal laws to 
the events we wish to predict. The immediate basis of the predicted 
behavior is the state of the person in conjunction with the assumed 
future state of the stimulating field. There is, because of our lack 
of specific information (and our lack of knowledge of laws), merely 
a crude and fragmentary relationship between the predictive data 
and our hypothesis concerning the inner state or structure of the 
person at hand. 

What the clinician does is to utilize the given facts, together with 
crudely formulated laws, to invest a hypothesis concerning the state 
of certain intervening variables or hypothetical constructs in his 
patient. On the basis of such diverse evidence as the Rorschach 
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and Multiphasic profiles, a slip of the tongue during the interview, 
and a social worker's description of the patient’s mother, the clini- 
cian arrives at such statements as “This patient has.strong oral- 
dependent attitudes, against which he has set up dominant-aggres- 
sive reaction-formations.” Statements of this sort, which are often 
mixtures of propositions about habit strength, generalization gradi- 
ents, topographic properties, drive levels, and even the parameters 
in learning functions and satiation functions themselves, are all 
covered by the phrase “forming the concept of this person.” I do not 
believe that as clinicians we ought to be threatened or feel depre- 
ciated by such a general (and correspondingly empty!) formulation 
of our activities. To say that in forming a conception of a person I 
am assessing his needs and his modes of satisfying those needs 
(including the all-important need to reduce anxiety, and with it 
the immense collection of self-reinforced habits which we call his 
defenses) in no wise detracts from a recognition of the tremendous 
possibilities for variations and complications that arise when a more 


specific description of these needs and habits is undertaken in 
seriousness. 


. . . It is perhaps worth mentioning that some of the laws which 
the clinician uses are not laws in which the present S and R facts 
occur as independent and dependent variables, respectively, That is 
to say, some of the laws are correlation R-R laws and other are 
rather ill-established laws concerning hypothetical inner events. 
That these laws must have been suggested initially by observations 
of behavior, and that they must ultimately be supported by be- 
havioral data, is not tantamount to saying that they are laws relating 
directly the data given the clerical worker to the behavior which 
she is asked to predict. I am not interested here in the question of 
how well such laws are supported at the present time, but simply 
wish to indicate that the statement “If the clinician uses laws he 
must be proceeding on the basis of some previous inductive experi- 
ence” does not necessarily imply that such laws and his use of them 
are of the same sort as the multiple regression equation. 

Can this performance, “forming a conception of Patient A,” be 
duplicated by the clerical worker? I am sure that no one will seri- 
ously maintain it can in fact be duplicated by the clerical worker; 
the question is whether it could be duplicated in principle. Here 
we are on very dangerous ground and I do not have any dogmatic 
pronouncements to make. I should like simply to raise some ques- 
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tions which I think cast doubt on the view that, in principle, the 
clerical worker could here duplicate the predictive behavior of the 
clinician. In the first place, certain facts will be seen by the clinician 
to support hypotheses as to the internal economics and dynamics 
of the patient, although instances of these facts simply do not occur 
in the actuarial table. It may be asked how can they be seen to 
support the hypothesis, unless there is a second-rate actuarial table 
in the clinician’s head? And, if this is the case, all we need to do 
is to get that table out of the clinician’s head and on paper, and 
we will shortly discover that the clerical worker can do a better 
job because the actuarial table will assign a better weight. In spite 
of the plausibility of this argument and a personal disposition in its 
favor, I remain suspicious of it. What appears to me convincing, 
when thus stated in abstract terms, seems very unreal when I con- 
sider concrete cases. 

. . . Clinicians and their scientific critics are often at loggerheads 
because the contexts of discovery and justification are not kept 
distinct in conversations on clinical activity. 

I should like to mention a few analogical cases in order to mini- 
mize the discomfort that may be felt by any actuarially inclined 
reader. The situation in clinical psychology is in this respect similar 
to that in criminology, engineering, or any other applied subject 
matter, If we ask the opinion of an expert engineer concerning 
why a certain bridge collapsed, it is obvious that he makes use of 
certain general principles of mechanics, and in that sense he is 
proceeding actuarially. It is also obvious that he makes use of his 
experience with collapsed bridges which is, in a sense, also actuarial. 
Nevertheless, an engineer under these circumstances does not sit 
down with a table of relative frequencies of bridges of this and 
that sort, built in this and that circumstance. Having gathered the 
facts, he attempts to state a hypothesis which may involve the 
assumption of a state of affairs which has not arisen with any 
previous bridge that he has studied; conceivably, even which has 
never existed with respect to any bridge in the world before. Ad- 
mittedly, his choice of hypotheses will be determined in part by 
certain vaguely known initial probabilities, e.g., he may try to avoid 
a hypothesis which involves as one component the assumption that 
a certain type of metal was badly cast, because he knows that this 
sort of thing hardly ever happens. The clinician should be willing 
to admit that he could hardly fail to gain by having comparable 
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statements of his working assumptions made numerically explicit. 
That part of the clinician’s thinking which involves the use of 
empirical frequencies could not fail to be improved by having those 
frequencies objectively determined in a table rather than subjec- 
tively stored up in his skull. Where the actuarially minded critic 
is in danger of going astray is inferring too much from the “obvious” 
superiority of explicit relative frequencies over vaguely apprehended 
trends, thinking that the combining of frequencies is a full account 
of the process of prediction even in those instances where a par- 
ticular structural or historical hypothesis is utilized in making the 
prediction. The engineer will surely make fewer mistakes if he has 
a handbook giving the range of tensile strength of various alloys 
than if he comes to his hypothesis-creating with vague and partially 
erroneous judgments on these matters. But whether the distribution 
of tensile strength is known impressionistically or in terms of an 
explicit frequency table—in either case some of the available hy- 
potheses will not occur as mechanical consequences of his data. . . . 


A Finat Worp: UNAVoIDABILITY OF 
STATISTICS 


All clinicians should make up their minds that, of the two uses 
of statistics (structural and validating), the validating use is un- 
avoidable. Regardless of one’s theory about personality and regard- 
less of one’s choice of data, whether Rorschach, MMPI, Bender, 
age, marital status; regardless of how these data are fused for pre- 
dictive purposes—by intuition, table, equation, or rational hypotheses 
developed in a case conference—the honest clinician cannot avoid 
the question “Am I doing better than I could do by flipping pennies?” 
In answer to a demand for validation, one sometimes hears it stated 
that, whereas a certain clinical device or method has not been 
proved valid “in the usual sense,” such formal validation is not 
required, since the instrument has been validated by its “clinical 
usefulness.” When we hear this from a clinician, all we can say is 
that he thinks he is using it to advantage. Out of the welter of 
diverse cases, with mixed data and complex judgments, you simply 
cannot tell whether your use of a procedure is paying off or not. 
Consider almost any clinical instrument; there are many people, 
neither fools nor knaves, who are willing to stand up in defense of it. 
Others, equally competent, invoke the same kind of evidence— 
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clinical experience—as a basis for discarding it as useless. The 
untrustworthiness of clinical impressions is by no means confined 
to the behavior disorders, of course. Over a period of years patients 
suffering from multiple sclerosis were treated by the use of vitamins, 
diathermy, oral administration of spinal cords, high dairy diets, 
potassium iodide, quinine bisulphate, and now we have histamine. 
All these treatments found support with certain clinicians on the 
grounds that they were proving themselves useful in clinical prac- 
tice. Most of them were subsequently abandoned when people 
began to keep systematic records of the ultimate results. Among his 
many virtues, the characteristic vice of our colleague the psychiatrist 
is his tendency to draw conclusions before graphs, and some detect 
a growing tendency for clinical psychologists to be cheerfully in- 
fected by this vice. 

. . . Is any clinician infallible? No one claims to be. Hence, some- 
times he is wrong. If he is sometimes wrong, why should we pay 
any attention to him? There is only one possible reply to this “silly” 
question. It is simply that he tends (read: “is likely”) to be right. 
“Tending” to be right means just one thing—“being right in the long 
run.” Can we take the clinician’s word for this? Certainly not. As 
psychologists we do not trust our memories, and have no recourse 
except to record our predictions at the time, allow them to ac- 
cumulate, and ultimately tally them up. We do not do this because. 
we have a scientific obsession, but simply because we know there is 
a difference between veridical knowledge and purported knowledge, 
between knowledge which brings its credentials with it and that 
which does not. After we tally our predictions, the question of 
success (hits) must be decided upon, If we remember that we are 
psychologists, this must be done, either by some objective criterion, 
or by some disinterested judge who is not aware of the predictions. 
When as clinicians we have done all these things, and thus provided 
a secure basis for deciding how much trust we can put in ourselves, 
what have we done? We have carried out a validation study of the 
traditional kind! 

. . . Always, we might as well face it, the shadow of the statisti- 
oian aove in the background; always the actuary will have the final 
word. 


[7] 

Clinical and Statistical Prediction: 

A Reformulation and Some New Data’ 
ROBERT R. HOLT 


The controversial discussions started a few years ago by Meehl’s 
tightly packed little book, Clinical vs. Statistical Prediction (10), 
still continue—especially among graduate students in psychology, 
most of whom have to read it. Clinical students in particular com- 
plain of a vague feeling that a fast one has been put over on them, 
that under a great show of objectivity, or at least bipartisanship, 
Professor Meehl has actually sold the clinical approach up the river. 
The specific complaints they lodge against the book are, in my 
opinion, mostly based on misinterpretations, wishful thinking, or 
other errors, yet I have felt for some time that there was something 
valid in the irrational reaction without knowing why. 

What I propose to show here is that clinicians do have a kind of 
justified grievance against Meehl, growing out of his formulation 
of the issues rather than his arguments, which are sound, Finally, 
I want to offer a slightly different approach to the underlying prob- 
lems, illustrated by some data. It may not quite make the lion lie 
down with the lamb, but I hope that it will help us all get on with 
our business, which is the making of a good science and profession. 


Tue Issues RESTATED 


Meehl’s book contains a review of the controversy, a logical 
analysis of the nature of clinical judgment, a survey of empirical 
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studies, and some conclusions. I am not going to go into his treat- 
ment of the logical issues and his psychological reconstruction of 
clinical thinking; for the most part, I agree with this part of the 
book and consider it a useful contribution to methodology. I want 
to focus rather on his conception of what the issues are in the con- 
troversy, on his treatment of the evidence, and on some of his 
conclusions. 

Many issues make better reading when formulated as battles, and 
the field of the assessment and prediction of human behavior has 
not lacked for controversy-loving gauntlet-flingers. The sane and 
thoughtful voices of Horst and his collaborators, urging compromise 
and collaboration (5), have been shouted down by the warcries 
of such partisans as Sarbin (14) on the actuarial side and Murray 
(12) on the clinical or (as he put it) organismic. Meehl approached 
the problem with a full awareness of the feelings on both sides, 
and apparently with the hope that the therapeutic ploy of bringing 
them all out into the open at the beginning would enable him to 
discuss the issues objectively. 

In a recent discussion of the stir his book has raised, Meehl has 
expressed surprise and dismay (11) that his effort to take a balanced 
and qualified position has led so many people to misunderstand 
him as claiming that clinical prediction has been proved worthless. 
Yet he is not blameless; by posing the question of clinical vs. statis- 
tical prediction, he has encouraged two warring camps to form. This 
in turn makes it appear all the more compellingly that there are 
two clear-cut types of prediction to be compared. 

The root difficulty, I believe, lies in Meehl’s acceptance of clinical 
and actuarial as concepts that can without further analysis be 
meaningfully applied to a variety of predictive endeavors of an 
experimental or practical sort. Accepting them as valid types, he 
can hardly do anything other than pit one against the other and 
try to decide what is the proper sphere of exercise for each. But 
the terms in this antithesis mean many things; they are constellations 
of parts that are not perfectly correlated and can be separated. 

The issue cannot therefore be sharply drawn so long as we speak 
about anything as complex as “clinical prediction” or “the clinical 
method.” Rather, I think the central issue is the role of clinical 
judgment in predicting human behavior. By clinical judgment here, 
I mean nothing more complicated than the problem-solving or 
decision-reaching behavior of a person who tries to reach conclu- 
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sions on the basis of facts and theories already available to him by 
thinking them over. 

Let us make a fresh start, therefore, by examining the logical 
structure of the predictive process with an eye to locating the points 
where clinical judgment may enter. The following five-step process 
is idealized, and in practice some of the steps are more or less 
elided, but that does not hurt this analysis, 

First, if we are to predict some kind of behavior, it is presupposed 
that we acquaint ourselves with what we are trying to predict. 
This may be called job analysis or the study of the criterion. 
Perhaps those terms sound a little fancy when their referent is 
something that seems so obvious to common sense, Nevertheless, 
it is surprising how often people expend a great deal of time and 
effort trying to predict a kind of behavior about which they know 
very little and apparently without even thinking that it might help 
if they could find out more. Consider the job of predicting outcome 
of flight training, for example. Many attempts to predict passing 
or washing out have been made by clinicians without any direct 
experience in learning to fly, without any study of flight trainees to 
see what they have to do in order to learn how to fly a plane, or 
of the ways they can fail to make the grade (cf. 4). 

There is a hidden trick in predicting something like success in 
flight training, because that is not itself a form of behavior, It is an 
outcome, a judgment passed by someone on a great deal of concrete 
behavior. The same is true for grades in college, success in any 
type of treatment, and a host of other criteria that are the targets 
in most predictive studies. Because it is hidden by the label, there 
is a temptation to forget that the behavior you should be trying to 
predict exists and must be studied if it is to be rationally forecast. 
In the highly effective pilot selection work carried out by psychol- 
ogists during the war, careful job analyses were an important step 
in the total predictive process and undoubtedly contributed a good 
deal to the over-all success, 

This first stage is hardly a good point at which to try to rely on 
clinical judgment. The result is most likely to be that guesses, easy 
and arbitrary assumptions, and speculative extrapolations will at- 
tempt to substitute for real information. And no matter how remark- 
able clinical judgment may sometimes be, it can never create 
information where there is none. 

The second logical step is to decide what intervening variables 


Clinical and Statistical Prediction 139 


need to be considered if the behavior is to be predicted. As soon 
as we get away from the simplest kind of prediction—that someone 
will continue to act the way he has been acting, or that test behavior 
A will continue to correlate (for an unknown reason) with criterion 
behavior B—we have to deal with the inner constructs that mediate 
behavior and the determining situational variables as well. You 
cannot make a rational choice of the kind of information you will 
need to have about a person to make predictions without some 
intervening variables, though they may remain entirely implicit. 
At this point, judgment enters—always, I think, though it may be 
assisted by empirical study. The best practice seems to be to give 
explicit consideration to this step, and to supply judgment with as 
many relevant facts as possible. This means studying known 
instances, comparing people who showed the behavior in question 
with others who in the same situation failed to. 

All too often, when the problem of intervening variables is con- 
sidered at all, it is handled by unaided clinical judgment. For 
example, in the Michigan project on the selection of clinical psy- 
chologists (7), a good many personality variables were rated, but 
there was no previous work highlighting the ones that might be 
related to success as a clinical psychologist. It was left up to each 
judge to form his own conception (from experience, theory, and 
guess) about what qualities mattered most. Again, this puts a 
greater burden on clinical judgment than it should reasonably be 
asked to bear, Yet some clinicians seem to have the mistaken notion 
that they are being false to their professional ideals if they stir from 
their armchairs at this point; nothing could be further from the 
best in clinical tradition, which is unashamedly empirical. 

Third, it is necessary to find out what types of data afford 
measures or indications of the intervening variables, and can thus 
be used to predict the criterion behavior. If a good job has been 
done of the preceding step, it may be possible to rely entirely on 
judgment to make the preliminary selection of appropriate means 
of gathering predictive data. For example, if a job analysis and 
study of persons who have done well at the performance in question 
both suggest that verbal intelligence and information of a certain 
type are the main requisites, it would be easy to make good guesses 
about appropriate instruments to provide the predictive data. I 
use the word “guesses” deliberately, however, to emphasize the fact 
that judgment can do no more than supply hypotheses; it cannot 
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substitute for an empirical trial to see whether in fact and under 
the conditions of this particular study the likely-looking instruments 
do yield data that predict the criterion. 

Notice that almost any actuarial predictive system presupposes 
carrying through this step. If there is to be an actuarial table, one 
has to collect great numbers of cases to determine the success 
frequencies for each cell in the table; if a regression equation is to 
be used, there must be a preliminary study to fix the beta weights. 
Unfortunately, it is possible to work clinically without first getting 
an empirical check on one’s hypotheses about likely-seeming in- 
struments. At the risk of boring you, I repeat: there simply is no 
substitute for empirical study of the actual association between a 
type of predictive data and the criterion. Just as judgment is 
indispensable in forming hypotheses, it cannot be used to test them. 

Perhaps this caution seems misplaced. Do I seem to be urging 
that you should first do a predictive study before embarking on 
one? I am. That is exactly what happens in actuarial prediction: the 
formula or table being pitted against judgmental prediction is 
typically being cross-validated, while in none of the studies Meehl 
cites were the clinical predictions under test being cross-validated. 
This alone is a major reason to expect superior performance from 
the actuarial predictions, and again it is a disadvantage under which 
the clinician by no means has to labor. 

The next step, the fourth one, is to gather and process the data to 
give measures of the intervening variables. Mechl clearly recognizes 
that at this point clinical judgment either may play a large role or 
may be minimized. At one extreme, the data-yielding instrument 
may be a machine, a gadget like a complex coordination tester, 
which automatically counts errors and successes and makes a cumu- 
lative record of them. The resulting numbers may be directly usable 
in a regression equation without the intervention of anyone more 
skilled than a clerk, At an intermediate level, scoring most psycho- 
logical tests requires a modicum of clinical judgment, though a high 
degree of reliability may be attained. At the other extreme is the 
interview; a great deal of clinical judgment is needed to convert 
the raw data into indices of the constructs the interviewer wants to 
assess. 

It is easily overlooked that judgment needs the help of empirical 
study in this phase of the work too. The clinician’s training supplies 
this empirical base in large part, but when he is using a familiar 
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instrument to measure unusual intervening variables, or when he is 
working with an unfamiliar instrument, judgment grows fallible, 
and it is no more than prudent to piece it out by careful study 
of the same kind of predictive data on known subjects on whom 
the intervening variables have been well assessed independently. 

The fifth and final step is the crucial one: at last the processed 
predictive data are combined so as to yield definite predictions in 
each case. The job can be done by clinical judgment, or it can be 
done by following a fixed rule (an actuarial table or regression 
equation) in a mechanical way. That much is clear; indeed, this 
is the locus of Meehl’s main interest. I am taking it as granted that 
a clinician often integrates data in a different way than a statistician 
—as Meehl says, by performing a creative act, constructing a model 
‘of the person from the given facts put together with his theoretical 
understanding and thus generating perhaps a new type of prediction 
from a pattern he has never encountered before. We are all curious 
to know how well good clinicians can do it, and wonder if actuarial 
combination of data can do as well or better. 

But it now seems plain that Mechl has been too much interested 
in this last stage, and as a result has neglected to pay enough 
attention to the way the earlier aspects of the predictive process 
were handled in the studies he has reviewed. Here I want to state 
my main critical point: If two attempts to predict the same behavior 
differ significantly in the role played by clinical judgment as against 
actual study of the facts in one or more of the four earlier parts 
of the predictive process, a comparison of the successes of the two 
attempts can tell us nothing definite about the effectiveness of 
clinical judgment at the final, crucial stage. For this reason, in none 
of the 20 studies Meehl cites were the comparisons pertinent to the 
point. Particularly at the vital third step, the predicting statisticians 
have had the advantage of having previously studied the way their 
predictive data are related to the criterion; the clinicians have 
not. 

If your reaction is, “So much the worse for the clinicians; nobody 
stopped them,” I am afraid you are thinking about a different ques- 
tion from the one Meehl has raised. If the issue were whether some 
clinicians have made themselves look foolish by claiming too much, 
then I should agree: these studies show that they have, and 
unhappily, brought discredit on clinical methods generally. But the 
studies cited by Mechl and more recently by Cronbach in the 
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Annual Review of Psychology (2) unfortunately have too many 
flaws at other points to tell us what clinical judgment can or cannot 
do as a way of combining data to make predictions. It is as if two 
riflemen were having a target match, but one took a wrong turn 
on the way to the shoot, never showed up, and lost by default. He 
demonstrated himself to be a poor driver, perhaps, but we never 
found out how well he could shoot, which is what we really wanted 
to know. 

The other point I want to make in connection with the five-step 
analysis of the predictive process is this: Since there are so many 
ways in which clinical judgment can enter, for better or for worse, 
it makes little sense to classify every attempt to predict behavior 
on one side or the other of a simple dichotomy, clinical vs, statistical. 
There can be many types of clinical and actuarial combinations, 
and many are in fact found in Meehl’s mixed bag. 

For purposes of exposition, I should like to suggest an only 
slightly extended typology. Extracting from the best actuarial studies 
those parts of their procedure during the first four steps that are 
simply the application of common sense and the scientific method, 
I propose that we make it quite plain that these can be separated 
from actuarial prediction at the final step by creating a third type. 
Thus we should have: 

Type I. Pure actuarial: Only objective data are used to predict a 
clear-cut criterion by means of statistical processes, The role of 
judgment is held to a minimum, and maximal use is made of a 
Sequence of steps exemplified in the most successful Air Force 
studies in selecting air crew personnel (job analysis, item analysis, 
cross-validation, ete. ). 

Type II. Naive clinical: The data used are primarily qualitative 
with no attempt at objectification; their processing is entirely a 
clinical and intuitive matter, and there is no prior study of the 
criterion or of the possible relation of the predictive data to it. 
Clinical judgment is at every step relied on not only as a way of 
integrating data to produce predictions, but also as an alternative 
to acquaintance with the facts. 

Type III. Sophisticated clinical: Qualitative data from such sources 
as interviews, life histories, and projective techniques are used as 
well as objective facts and scores, but as much as possible of objec- 
tivity, organization, and scientific method are introduced into the 
planning, the gathering of the data, and their analysis. All the 
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refinements of design that the actuarial tradition has furnished are 
employed, including job analysis, pilot studies, item analysis, and 
successive cross-validations. Quantification and statistics are used 
wherever helpful, but the clinician himself is retained as one of the 
prime instruments, with an effort to make him as reliable and valid 
a data-processor as possible; and he makes the final organization 
of the data to yield a set of predictions tailored to each individual 
case, 

If we now re-examined the studies cited by Meehl and Cronbach, 
we see that most of them have pitted approximations to Type I 
actuarial predictive designs against essentially Type II naive clinical 
approaches. It seems hardly remarkable that Type I has generally 
given better results than Type II; indeed, the wonder should be 
that the naive clinical predictions have done as well as they have, 
in a number of instances approaching the predictive efficiency of 
actuarial systems. 

Other studies cited have come closer to comparing Type II with 
Type IlI—naive vs. sophisticated clinical prediction instead of 
clinical vs. statistical. For example, the prognostic studies by Witt- 
man (16) compared predictions of reaction to shock treatment made 
in a global way at staff conference with a system she devised, But 
her system used highly judgmental predictive variables, as Meehl 
himself points out (ranging from duration of psychosis to anal 
erotic vs, oral erotic), and they were combined using a set of 
weights assigned on judgmental, not statistical grounds.? What she 
showed was that a systematic and comprehensive evaluation of the 
thirty items in her scale (all based on previous empirical work) 
made better predictions of the outcome of shock treatment than 
global clinical judgments not so organized and guided. A study of 
movement in family case work by Blenkner came to a very similar 
conclusion with somewhat different subject matter (1). When social 
workers rated an initial interview according to their general impres- 
sions, they were unable to predict the outcome of the case, whereas 
when their judgments were organized and guided by means of an 
outline calling for appraisals of five factors which had been shown 
in previous studies to be meaningfully, not statistically related to 
the criterion, then these judgmentally derived predictive variables, 
combined (like Wittman’s) in an a priori formula, predicted the 


? It is true that the weights were applied in the same way for all cases; in 
this respect, the system deviates from the ideal Type III. 
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criterion quite well. Yet both studies are tallied as proving actuarial 
predictions superior to clinical. 

Meehl’s conclusion from his review of this “evidence” is that 
clinical prediction is an expensive and inefficient substitute for the 
actuarial method, and one that keeps clinicians from using their 
talents more constructively in psychotherapy or exploratory research. 

The evidence available tells us hardly anything about the relative 
efficacy of clinical judgment in making predictions. The weight of 
numbers should not impress us; as long as the studies don’t really 
bear on the issue, no matter how many are marshalled, they still 
have no weight. Remember the Literary Digest poll: many times 
more straw votes than Gallup used, but a faulty sampling principle, 
so that piling up numbers made the conclusion less valid as it got 
more reliable. Moreover, the studies tallied are so different in method, 
involving varying amounts of clinical judgment at different points 
(in the “actuarial” instances as well as the “clinical” ones ), that they 
cannot sensibly be added together. 

What is fair to conclude, I think, is that many clinicians are 
wasting their time when they try to fall back on their clinical judg- 
ment in place of knowing what they are talking about. They have 
been guilty of overextending themselves, trying to predict things 
they know nothing about, and learning nothing in the process of 
taking part in what Cronbach calls “horserace experimental designs,” 
in which clinicians and statisticians merely try to outsmart each 


other. A multiplication of such studies will not advance clinical 
psychology. 


VALIDATING NAIVE AND SOPHISTICATED 
CLINICAL PREDICTIONS: Some New Dara 


The project [Holt and Luborsky, 1958] w 
the methods by which medical men were 
training in the Menninger School of Psychiatry. 

... Our work consisted of two predictive studies. Following 
the terminology suggested above, one used a naive clinical method, 
while the other was an attempt at a more sophisticated clinical 
method. The naive clinical design was simple: Psychiatrists 
psychologists used their favorite means of assessing personality to 
forecast the level of future performance of psychiatric residents at 
the time when they applied to the School. The applicant came to 


as an effort to improve 
selected for specialty 


and 


Clinical and Statistical Prediction 145 


Topeka after some preliminary correspondence, having survived a 
rough screening of credentials and application forms. He was seen 
by three psychiatrists, each of whom interviewed him for about an 
hour, rated his probable success as a resident on a 10-point scale, 
and made a recommendation: Take, Reject, or Doubtful. The psy- 
chologist made similar ratings and recommendations after analyzing 
results of a Wechsler-Bellevue, Rorschach, and Word Association 
test. In addition, both psychologists and psychiatrists submitted brief 
qualitative reports of their appraisals of the man’s positive and 
negative potentialities. All of the data and predictions were turned 
over to the Admissions Committee, which made the final decision 
to accept or reject each man. 

++ The lesson of our findings . . . is simple: With an inade- 
quate sample of information about a person, no matter how sophis- 
ticated the technique of prediction, there is a low ceiling on the 
predictive validity that can be attained. In our experience, even a 
battery of two or three tests (if exclusively projective), or an inter- 
view and a couple of projective techniques, does not give an ade- 
quate informational sample to enable clinicians to make very ac- 
curate predictions of complex behavioral outcomes over a period 
Of three years, 

Look next at the results when experimental judges made their 
Predictions from as complete a body of information about a man 
as could be assembled at the time he applied. The hard-headed 
Statistical expectation should be that validities would at best remain 
at the same level, and more likely would decline. The widely read 
Preliminary report of the Michigan project on the selection of 
Era psychologists (6) reported declining validities as increasing 
a of information were made available to judges (in a design 
: ich, for all its complexity, was essentially a naive clinical one). 
i. many people have read the full final report (7), where this 
ll is not discussed; it is necessary to pore over many tables and 
ate numbers of significant correlations at various stages to find 
a oneself that with the final criteria there was a slight rising 
Kona baie of clinical predictions as the amount of informa- 

Pa ailable to the predicting judge was increased. d 
eee same thing is true of our results, but in a dramatic and 

mistakable way. Considering only the two judges who went 
E Foe: the entire mass of material, their final free clinical ratings 

ver-all Competence correlated .57 and .22 with Supervisors’ 
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Evaluations and .52 and .48 with the sociometric Peers’ Evaluations. 
In considering these correlations, remember that they are attenuated 
by a significant restriction of range, since all subjects had success- 
fully passed through an Admissions Committee screening which 
had considerable validity. They have not been corrected for less 
than perfect reliabilities, either. 

An incidental finding is even more remarkable. The predictive 
analysis was made approximately a year after the assessment data 
had been gathered. The judges went right through the entire series 
of cases, making their ratings in a blind analysis; names and other 
identifying data were concealed, and there was no direct contact 
with the subjects. Nevertheless, judges formed rather vivid impres- 
sions from the material, including a feeling of how well they would 
like each candidate personally. For control purposes, they were 
required to rate this feeling of liking. When we undertook to 
correlate the liking rating with predictors and criteria so as to partial 
out this possible source of error, we found that it was the best 
predictor we had! These ratings of liking by Judges I and II cor- 
related highly with their predictive ratings, but even more highly 
with Supervisors Evaluations (.58 and .25) and especially with 
Peers’ Evaluations (.64 and .49). A study of these liking ratings 
suggests to us as the most plausible explanation that they differed 
from our intentional clinical predictions in being somewhat more 
irrational, aifective—perhaps intuitive—reactions to the same data. 


Some PRACTICAL IMPLICATIONS 


If we had concentrated on an actuarial rather than a clinical 
approach and had come up with a simple, objective procedure that 
had a high and stable level of validity in predicting psychiatric 
performance, it could have been misused, It might have tempted 
many psychiatric training centers to adopt a single mold from which 
would have been cast a generation of psychiatrists, who would have 
had to meet the problems of the future with a standard set of 
resources derived from the past. The more successful we are in 
finding objective, impersonal, and statistical methods of selecting 
members of a profession in the image of its past leaders, the more 
rigid will be the pattern into which it is frozen. 

. . . The important issue, however, is not what method of select- 
ing its members is best for any particular profession, but the relative 
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inertia of actuarial predictive systems and the maneuverability 
introduced when the generating of predictions is done by clinical 
judgment. This freedom is a source of weakness as well as strength; 
it enables the clinician to fall into errors of many kinds (to which 
statistical predictions are less subject) and also to adapt himself 
sensitively to all kinds of changing circumstances. When clinical 
methods are given a chance—when skilled clinicians use methods 
with which they are familiar, predicting a performance about which 
they know something—and especially when the clinician has a rich 
body of data and has made the fullest use of the systematic pro- 
cedures developed by actuarial workers, including a prior study 
of the bearing of the predictive data on the criterion performance, 
then sophisticated clinical prediction can achieve quite respectable 
Successes, I hope that clinicians will take some heart from our 
results, but I urge them to refine their procedures by learning as 
much as possible about statistical prediction and adapting it to 
their own ends. 

To summarize: Meehl failed in his aim to mediate the statistical- 
clinical quarrel because he defined the issues in a way that per- 
Petuates competition and controversy. The real issue is not to find 
the proper sphere of activity for clinical predictive methods and 
for statistical ones, conceived in ideal-type terms as antithetical. 
Rather, we should try to find the optimal combination of actuarially 
controlled methods and sensitive clinical judgment for any particular 
Predictive enterprise. To do so, we must strike the right balance 
ep freedom and constraint, a balance which may shift a good 
heb: in one direction or the other depending on the nature of the 

ehavior being predicted. But we can find such balances only if 
clinically and statistically oriented workers give up contentious, 
competitive attitudes and seek to learn from each other. 
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A Study of Human Behavior: 
The Clinical Psychologist ` 
STARKE R. HATHAWAY 


I set for myself the task of describing the clinical psychologist * 
in a way similar to what we do in evaluating clients and patients. 
That is, if we are to understand and predict human behavior of 
any kind, we should dispassionately identify cultural values and 
pressures that motivate behavior. Presumably, insofar as the human 
organism is rational, the interactional outcomes of cultural pressures 
and the organism’s special characteristics produce behavior which, 
classified over a period of time, provides predictive genotypic 
statements characteristic of future behavior. More in keeping with 
my role of clinical psychologist, I shall discuss personal elements 
that relate to the question whether psychologists—clinical psychol- 
ogists—will be scientific or professional: whether we will become 
researchers and teachers of a basic science to service personnel or 
continue as an aggressive profession while accepting requirements 
of competition and service devotion characteristic of a service pro- 
fession, In discussing this topic—cast as a series of alternatives—I 
shall review some of the complex interactions of clinical psychol- 


Ogists and our culture which is shifting in its demands and its 
rewards, 


Tur ADVENT oF THE CLINICAL PSYCHOLOGIST 


I do not know when clinical psychologists first appear in history 
cause I cannot be certain, even today, of the accurate identifica- 
ncaa H SAUAOE te ser 


Source: Starke R. Hathaway, “A Study of Human Behavior: The Clinical 
sychologist,” The American Psychologist, 1958, 13, 257-265. Reprinted by 
Permission of the American Psychological ‘Association and Starke R. Hathaway. 
2 dress given to the Minnesota Psychological Association, April 5, 1957. 
to ne teader should understand that the “clinical” of this article is referent 
th © More medical connotation. The clinical psychologists are predominantly 

‘Ose in recognized clinics. 
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tion of the species. I am, in any case, quite sure that the Greeks 
must have provided some examples. And, of course, Wundt was 
an origin for things psychological, and McDougall and James were 
clinical, much more clinical than were their behaviorist successors 
who so strongly characterized the psychology of the earlier decades 
of this century. 

At the time I came into the field of psychology, there was no 
widely accepted definition of a clinical psychologist. The forebearers 
were mental testers; the psychologists in institutions for exceptional 
children, then crudely called feebleminded; and the psychologists 
in child guidance clinics. In the 1920's many psychologists, influenced 
by the empirical stimulus of Watsonian behaviorism, turned to 
physiological psychology. Franz and Lashley were pioneers, Then 
came Jacobsen, Lindsley, Kliiver, Halstead, Darrow, and others who 
were often initially oriented to physics and engineering before shift- 
ing to the nervous system. Usually this shift was impelled by the 
open field for those who could build electronic amplifiers or record- 
ing galvanometers. To many younger psychologists it may seem 
strange that these powerful new research instruments were not 
available in kits; but, if one wanted an audio amplifier or a poly- 
graph or a galvanic skin response apparatus, he had to design and 
build it himself. These early psychologists began also to take courses 
in anatomy and physiology, particularly those at Chicago and 
Minnesota. I believe Calvin Stone was one of the first of the long 
line of Minnesota psychologists who studied neuroanatomy with 
the medical students. These physiological psychologists were not 
very numerous over the country, but they were conspicuous and 
their contacts and experiments helped to lay a foundation for a 
later acceptance of the psychologist in closer working contact with 
medicine. 

There was, at that time, no wide public acceptance of the psy- 
chologist as a clinician except as a mental tester, Psychologists like 
Lightner Witmer, and E. B, Twitmyer were independent and 
solidly respected pioneers, but they were not typical of the specialty. 
On the one hand, the mental tester was professionally tolerated 
as were all psychologists who worked with behavior problems in 
children. But most mental testers had an ancillary role in work 
with physicians, and they ultimately lost out in the evolution of the 
clinical field. The passive role and low prestige of the mental testers, 
as viewed by established professions like law and medicine, frus- 
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trated some; and such frustration constituted an early pressure in 
the evolution of the modern clinical psychologist. For example, 
while some states gave recognition to mental tests in laws relating 
to legal guardianship and feeblemindedness, the physician with no 
mental test training was usually given major responsibility in such 
situations, In my interpretation, the role of mental tester generated 
so much avoidance behavior that many psychologists still recall 
predictable negative reactions to the word “psychometrist” and to 
the phrase “just mental testing.” On the other hand, Terman, Thorn- 
dike, Wallin, Pintner, Porteus, Bronner, Paterson, Pressey, and 
others were able to give some status to testing but largely through 
research emphasis—a significant development in the evolutionary 
process. 

Abnormal psychologists were also forerunners of the modern 
clinical psychologist. Ultimately they also became professionally 
extinct and contributed a mildly negative motive in the total process. 
With great expertness, they taught an abstract subject matter in 
psychopathology—abstract because they taught what had been 
handed on to them by Kraepelin and other early medical workers 
with the insane. Our heritage from them includes beautifully dis- 
crete classes of mental illness which some modern clinical psychol- 
ogists still look for in vain, When our APA Division of Clinical 
Psychology was first organized, it was called the Division of 
Clinical and Abnormal Psychology. There was a real distinction in 
interests of these two types of members. And at first the abnormal 
Psychologists were strong in the division, but the clinicians were 
more vigorous, although less scholarly and much less well organized 
in subject matter. Later the growing and overpowering strength of 
the clinicians came from the service needs of the Armed Services 
and of the Veterans Administration programs. 

But engineering and physiological knowledge was at that early 
date the easier gate leading to the fascinating field of clinical work 
with human beings, This is the more pronounced path of develop- 
ment, although some animal and experimental psychologists and 
clinical persons like Landis, Wechsler, Wells, Rogers, and Shakow 
also provided stock for evolution. 

As everyone knows, when the recent two wars got under way, the 
demand for psychologists of any kind was very great. Selection and 
Placement of military manpower created an urgent need for ac- 
curacy and speed, and the tests of the psychologists were at hand. 
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The First World War gave impetus to intelligence testing, and the 
Second World War created a comparable impetus for personality 
testing. Psychologists were given great freedom and responsibility 
and discovered that their psychological tools were surprisingly 
prestigeful in the eyes of the public. And all of a sudden there was 
a mass exodus from the laboratories out into the world of applied 
psychology. There was an evolutionary upsurge toward modern 
clinical psychology. Almost overnight there appeared a number of 
psychologists gestated in the safety of the university ivory towers. 
They emerged as ready to do psychotherapy and personality diag- 
nosis of mental illness and all sorts of practical things with which 
they had had no real clinical experience and for which their profes- 
sional techniques were not established as valid, 


A BADGE or OFFICE 


Scientific and professional support for this upsurge came from 
mental testing. The Terman-Binet, the Wechsler-Bellevue, and the 
Strong and the Kuder interest tests, among others, had won public 
acceptance for expansion into varied applications. These psycho- 
metric successes suggested that similar success could be achieved 
with personality evaluation thereby decreasing the number of psy- 
chological failures in combat, for example. What the public did 
not know was that these objective tests were valid 
ing aptitudes, abilities, and interests, 
of personality had seemed to be sign 
number scores in the critical field o 
routinely considered to be useles 
to the public need with this unev 
psychologists gave themselves 
later develop valid measures 0 
had to do something at once, th 


enough in measur- 
but the objective measurement 
ally unsuccessful. Tests yielding 
£ personality measurement were 
s by psychologists. Responding 
en background, the early clinical 
a promissory note that they would 
f personality (2, p. 27). Since they 


ey used, in addition to the Wechsler- 
Bellevue and the Stanford-Binet tests, projective tests which 


“seemed” valid and in any case could not be proved invalid in any 
simple way. To go with these securities on the note, they espoused 
a complicated neo-Adlerian dynamic jargon and began to collect 
badges indicating credit-ability—they subjected themselves to an- 
alysis. 

Those psychologists who had thought of themselves 


as physio- 
logical, medical, or clinical (medical) psychologists sudd 


enly found 


“aye 


A Study of Human Behavior: The Clinical Psychologist 153 


themselves part of a horde of these psychologists, claiming close 
generic relationship, who set about creating the bureaucratic struc- 
ture and the training programs that have influenced the recent 
development of clinical psychology. Some psychologists we had 
known as animal psychologists or experimental psychologists or 
academic counselors or general psychology teachers soon dominated 
national circles as authorities on what the new clinical training 
should be for preparation to work in medical settings and in other 
professional positions. Only here and there had one of these psychol- 
ogists been closely and professionally supervised in a clinical setting 
or had practiced professionally responsible psychotherapy with child 
or adult patients. For instance, hardly one in four of the psychol- 
ogists at the important Boulder Conference was a trained and ex- 
perienced clinician as ABEPP would now define it. 

Let me assert that I do not detract from the significant contribu- 
tion that we “grandfather” clinicians have made. Clinical psychol- 
ogy would not have its present position if we had not used the help 
at hand in the early days of development. Indeed the evolutionary 
impulse would have died for lack of offspring without these 

adopted” clinicians, For example, our forebearer psychologists 
feelingly crystallized the pressure that the new clinical training 
Programs should be directed toward the doctorate degree. 

But, like many other humans, these psychologists had striven to 
feel significant in the world and to gain cultural and financial secur- 
ity, and the physician was the most obvious and desirable example 
for imitation by an educated person who wanted to work with people 
as was required in the Armed Service and the Veterans Administra- 
tion clinical settings. Other professions were secure and respected 
for direct public service, but the new clinical psychologist inherited 
a will to be a scientist from his behaviorist progenitors, and they 
also gave him the wish to be scientific in applied psychological work. 
The intellectual path to power and achievement was clearly estab- 
lished for use, From the culture, the physician not only carried the 
Prestigeful power of life and death but also was reputed to have 
great psychological wisdom in what used to be called the philosophy 
of living. People sought the physician for information about sex; 
and, if anyone was troubled in ways that appeared not obviously 
criminal or that appeared a bit deviant from ordinary behavior, 
then the physician (actually any physician, not just the psychiatrist ) 
Was the accepted advisor. He had to keep things in confidence, and 
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he had studied and dissected human bodies; he was the only person, 
except family, before whom the opposite sex could appear pen 
with propriety and to whom one would bring psychological pe 
physical excreta. Naturally, our clinical progenitors were attracte 
by the applied psychological aspects of so secure a position. 

The PhD was not a professional degree, of course, except e 
loosely for the profession of college teaching; but one was calle 
a doctor, and it was difficult for the lay person to differentiate the 
various kinds of doctors—some clients readily attributed some of the 
features of the physician to anyone called a doctor. The ivory 
tower psychologists who had suddenly been born into clinical psy- 
chology were sensitive to these cultural conditions. They had 
accumulated a considerable amount of frustration from their identi- 
fication with the science of human behavior, implying that they 
knew why people behave as they do; yet they observed that the 
psychiatrist and even the general physician were accepted public 
authorities about human behavior, especially the interesting clinical 
aspects of it. Moreover, in many clinical variations of human be- 
havior, the physicians had the power to turn the psychologist on 
and off, to use him where they wished, to say which of the things 
he said were valid and which were not. As I say, the newly born 
clinical psychologists were suffering from professional frustration, 
and this frustration made it likely that a descendant service profes- 
sion of clinical psychology would emphasize the PhD, whether it 
was appropriate to the service practice of psychology or not. 


A case in point is the forgotten proposal made at the Boulder 
Conference to prohibit the teachin 


student not already committed to 
this proposal, the use of 
professional power, as w: 
of the distinctive powers of 
tionary trend, if pursued, 
establishing status. A few st 
spectre of the old mental 
educators and personnel work 
knew how to convert obje: nto dynamically useful 
statements. Thus the search for a technique which would “define” 
the new clinician turned elsewhere, to the PhD. 

This PhD upgrading of clinical psychologists, including the offi- 
cially extinct mental tester, produced a new frustration, Some of 
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us protested even at that early time that, recognizing the virtue of 
higher education and the halo value of the title “doctor,” the great 
mass of things that had to be done in a psychology service would 
not be done better because of the training that went into the current 
PhD (2, pp. 34ff.). Also, the public could ill afford PhDs to do 
mental testing; and, if we were not experts in psychometry, what 
did we offer that was new? My own clinical experience, like that 
of the few others who had been active for several years in clinical 
psychology, had seemed to indicate that most of the training re- 
quired for the PhD was unneeded in daily clinical practice, even 
in psychotherapy. 

Turning to another characteristic, the clinical psychologist who is 
suitable PhD material is often the victim of mixed self concepts. He 
sees himself as a “doctor,” but he does not identify readily with 
social workers, nurses, medical technicians, and the like; moreover, 
he cannot completely accept himself as comparable to a physician. 
He does not want to be “on call” or forced to be responsible for 
the minutiae of medical “care” for sick and dependent patients. He 
is not a “doctor” of much of anything according to modern lay 
context, He is not a doctor of physic, not a doctor of dentistry; he is, 
rather, a doctor of philosophy, and in that family he becomes a 
doctor of psychology which is a very, very broad field and not 
easily comparable to “real doctors.” It is small wonder that he 
sometimes emphasizes that the “doctor” title is historically more 
proper for the PhD than for the MD, a latecomer. 


Tue Promisep Lanp oF RESEARCH 


The clinical psychologists who emerged from the ivory tower 
“solved some of the problem of their unrelated training by a major 
emphasis on research. In shifting to this point, predictable for 
them, they made a masterful move in that they laid the foundation 
for a prestige and security that is still fairly unique among the 
Service professions. This research strategy, however, produced 
frustration for many of the new clinical trainees, not really inter- 
ested in research but in clinical psychology as a service profession— 
in helping people in trouble. Some of these young psychologists 
ae: BOW further frustrated: being able to help people is glamorous 
Mainly as private practitioners or as psychoanalysts, but the same 
help given under other circumstances is without the communicable 
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tradition of a profession. And so the young, service minded (and 
therefore more fundamentally professional) psychologist is like 
the psychiatrist, forced to base his security on training in science 
and research which no one can closely relate to or use in routine 
diagnostic and psychotherapeutic work. 

But, for many, the promised land of research has been a fairly 
successful refuge, although there is often an undercurrent of unrest. 
In the first place, if the clinical psychologist wants to emerge from 
the ivory tower part of the time to do practical clinical research in 
a prestigeful setting, he feels that he should be working with 
psychologically maladjusted persons willing publicly to admit that 
they need help. That is, he is not satisfied to work with his friends, 
students, or the friends of students as clients or counselees, But in 
most instances and under the present organization of clinics and 
with the present attitudes of public agencies, the clients with whom 
the clinical research psychologist would like to work are rarely 
under his control. When the psychiatrist does not control the sub- 
jects, the social worker does; and the social worker has been under- 
standably jealous in protecting himself, partly by using the shadow 
of the psychiatrist, even when he is working in clinics independent 
of psychiatric supervision. Clearly established professions like psy- 
chiatry and social work can point to their recognized responsibility 
for patients, and they must reserve the right to veto any procedure 
that might adversely affect the patient. The clinical psychologist 
who wishes to use patients as subjects has to maneuver around 
such a block in order to pursue his research interests. We can 
understand much of his behavior if we will keep this point in mind. 

A transitional adjustment in the evolution of clinical psychology 
is found in the psychology department clinic. Clinicians in these 
luxury devices can use psychiatrist and social workers as consultants 
and are thus free of heavy responsibilities by operating with finan- 
cial deficits and by the fact that any patient who decides he is realy 
sick can go to a “real” clinic. In department clinics the psychologist 
is king, and therefore research and intellectuality reign. But these 
clinics are not appropriate to the activities of academic departments 
and usually cause some schism within the department faculty. They 
are thus only partial solutions to the problems. 

Unfortunately, the achievement of freedom to work with patients 
frequently also traps the psychologist into the position of having 
professional responsibility for those patients. That is, when he is 
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treating them or is otherwise responsible, he faces heavy demands 
on his time which may sabotage his research efforts. When he is 
working with animals, the psychologist does not have to be much 
concerned about their personal affairs and does not have a heavy 
cultural responsibility to be professionally available to them during 
night and day. One simply does not use a group of human subjects 
for an experiment and then sacrifice the lot to buy or breed new 
subjects when they are needed. 

But even when he can achieve free access to subjects and general 
freedom to do clinical research, the criterion problems for clinical 
work in psychology are found to be far more difficult than in 
medicine generally and even in some other branches of psychology. 
The results of experiments in education and of variations in per- 
sonnel policies are more likely to show identifiable changes in 
behavior and to provide relevant criteria than are experiments with 
psychotherapy or studies of insane or delinquent persons. These 
problems of research design have driven many a promising clinical 
psychologist back to student-subject research with verbal behavior 
or even to the animal laboratories. One may sometimes observe a 
tendency toward inbreeding and even a reappearance of the 
Tecessive strain of abnormal psychologists among teachers and 
researchers in psychodynamics or psychophysiology whose only 
contact with “real” patients came from personal therapy, their 
training apprenticeship, or from patients herded into their research 
quarters by orders to the responsible clinician that specify quantity 
and kind of subjects needed for a project. 

Moreover, the clinical psychologist is under pressure because he 
knows that his psychometric tools are objectively weak, although 
they are his mainstay as a scientist. Following his cultural heritage, 
he basks in the expectation among his professional peers and the 
Public that predictions made, either statistically or clinically, with 
the application of tests will be more accurate about what is thera- 
peutically best, about the outcomes of psychotherapy, and about 
the causes of maladjustment than is presently possible with our 
knowledge (2, p. 26). 


SCIENCE AND PRACTICE 


But the applied clinical psychologist’s ambivalences include 
others, His genealogy has led to rigorous training in critical thinking 
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and in research. He is taught to have particular reverence for ob- 
jective data, reproducible data, and he is not permitted the easy 
unawareness of the problem of validity that is a negative asset to the 
other helping professions. This rigorous training, part of the heritage 
of the ivory tower, comes into direct conflict with the forced routine 
of daily clinical decisions from inadequate evidence, The “good” 
psychologist should withhold decisions and actions unless he has 
reasonable probability that he is doing better than chance; but al- 
most everything in the practicing psychologist’s work demands 
decisions even when evidence is inadequate. 

The worst part of this conflict is that the most satisfying rewards 
and personal recognition for a service oriented psychologist often 
come from the most obviously unscientific items of his behavior. 
That is, a good part of the time he is rewarded for defying his 
training in scientific thought and action. For example, he con- 
tributes to decisions about which therapy to use, when to discharge 
the patient, even when to operate on patients. He sometimes does 
psychotherapy with friends and patients. For these tasks he knows 
that his decisions are based upon no better evidence than those 
of his less scientifically oriented peers; but the patients who get 
better express admiration and indebtedness, Then, too, professional 
peers, frustrated in the face of our general clinical impotence, are 
rewardingly thankful if we will, under some scientific guise, make 
decisions for them. Such expressions of appreciation come in our 
professional field as a natural consequence of our culture that un- 
critically identifies us with science and professional competence. 

_ On attempting to adjust to the many aspects of this problem, it 
1s not surprising that the clinical psychologist should do as the 
psychiatrist did before him and thus preserve some of the trappings 
of science to soften the painful contact with established objectivity. 
Projective methods and dynamics are examples of such an adaptive 
trend. If one takes a projective test and interprets it dynamically or, 
in general, if one talks in dynamic terms, one is in apparent line 
with “good,” modern science. I am not deprecating the values of 
these procedures for research or for theory, but I am examining their 
values in the relief of the clinician’s anxiety. One assures one’s self 
and eagerly assures others that the Rorschach is a measuring in- 
strument and properly respectable for scientific study and that 
psychoanalysis is a new and powerful scientific method. It is pos- 
sible to pick up a figure drawing or a set of TAT stories or even 
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an MMPI profile and to talk about unconscious mechanisms with- 
out the threat of an objective accusation that the test was admin- 
istered and interpreted incorrectly. 

This is a very important source of assurance. The mental testers 
did not have this source of freedom. That is, a Binet test produced 
an IQ that might be challenged definitely. Similarly, for the psy- 
chiatrist, if he goes wrong in inferring latent schizophrenia, nothing 
but a more authoritative voice can contradict him; contrastingly, 
if he overlooks a tumor, his shame is inevitable. One thing that 
has made such an adjustment unsatisfactory for the clinical psychol- 
ogist is the very fact that what relieves him of tiresome drill and 
study may open the path to psychologists in other specialties and 
to other professional clinical workers who can also suggest mech- 
anisms from figure drawings and inkblots and thus compete in the 
spinning of dynamic statements. 

Another field of frustration for the modern clinical psychologist 
who wants to practice is that he has, in part, been attracted to the 
specialty by false ideas about his ultimate role. He, for example, 
may see himself as a wise person to whom people come for help 
with their problems, It is prestigeful to be thought of in this way. 
Every young psychologist is adapted to the fact that when he goes 
to parties or is in any contact with persons not in psychology, he 
receives a certain amount of “free” adulation. It is a pretty strong 
young psychologist who can wholly resist pleasure in the role of 
the mind reader or a person intimate with the more juicy secrets 
of daily living. ; 

This tends to give a prestigeful character to practicing psy- 
chotherapy, and among clinical psychologists one of the most 
jealously sought after roles is that of the psychotherapist. Un- 
fortunately, the professional psychotherapeutic work is not so 
satisfying as the culture makes it seem. Most of the people who 
need psychotherapy are not college-type people, not verbally bright; 
many of them are somewhat uncouth and with uninteresting prob- 
lems and uncomplicated personalities. The psychologist, who usually 
does not want to be in private practice and thus who is not well 
paid for working with these people, soon finds that a routine of 
Psychotherapy with complaining patients he cannot refuse is often 
a pretty undesirable way to live. Also, he finds he must work harder 

an the psychiatrist because he cannot collect fees from shock, 
drugs, and other medical prerogatives. Consequently, he sometimes 
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attempts to achieve a position where he can get the cream of 
patients; that is, where he can work with the attractive young 
person, the easy situational problem, or whatever constitutes an 
interesting and rewarding case. 

Many of the theoretical formulations about psychotherapy are 
built upon practice with such patients, “cream of the crop,” who are 
more often like the therapist himself: bright, verbal, good at pro- 
ducing intriguing associations and fascinating dreams. Of course, 
this psychotherapeutic cream is usually skimmed off by the super- 
visory staff. The young clinical psychologist will accept the leavings 
while in training, but he finds it difficult to go on with the same 
skimmed remnant after he has graduated, even at the expense of 
risking his professional position. 

Under the guise of training, the fledgling psychologist is some- 
times maneuvered into doing the diagnostic testing and summary 
report writing that express the scientific “ticket” for the practice 
of clinical psychology as the chiefs of service would like it, Not 
only are these tests weak in useful validity, but also the related 
duties do not increase self-respect because they do not require 
intellect and knowledge comparable to his “high” Miller score and, 
indeed, his test based, diagnostic statements rarely produce a 
dramatic effect in therapy. Finally, the procedures on which they 
are drilled in training are not really respected by the teaching 
faculty who themselves often do not use the same psychometric 
devices and other more scientifically respectable procedures in 
their own practice, That is, both clinical psychologists and psychi- 


atrists have fallen into the habit of teaching one thing and privately 
doing another, 


Another cultural tra: 


3 p for the young clinical trainee is that his 
training f 


aculty in psychology tends to be oriented toward theory 
and academic things in general, and so the students who are selected 
for training also develop (or profess to have) a wish to be identified 
with these ideals. The father-figure is a professor or research chief 
who does a little research or psychotherapy with interesting sub- 


jects or friends and peers—who is able to play all roles with the 
advantages of each. 


Thus it is that there is now a mixed rew 
clinical psychologist. He can work with clinical cases and enjoy 
satisfactions that are provided in feeling that he is intimate with 
people and has directly helped them in the best tradition of the 


ard offered the young 
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origins of the medical, nursing, and social work professions. Or he 
can work for the satisfactions of contributing to knowledge, of 
becoming scientifically known, of becoming a great teacher, and 
other characteristic rewards of a scholar. Such is the dilemma of the 
professional man or scientist. 

Clinical psychology is now established among psychologists and 
to a' large extent in the public culture. Indeed, in the recent series 
of Life magazine, termed “psychology,” the discussion included 
psychiatry. Out of this heritage and with these ambivalences, the 
clinical psychologist of today has gained some prestige. Where he 
has gained a foothold, he has prestige over the social worker and 
nurse with his research competence and his doctorate. He has 
succeeded in transposing from the psychiatrist a considerable stand- 
ing in the eyes of the public; partly this is due to his sucess in pub- 
licizing his field, and partly there has been a breakdown in the 
overly high confidence that the public had in psychiatry with some 
consequent drift toward the psychologist. Finally, the psychologist 
has derived some benefit by the mixture of being a doctor but not 
being identified with the mentally ill person. Here psychiatry’s 
efforts to keep the psychologist out of psychotherapy have some- 
what backfired in that, if he is not in psychotherapy, he is not 
working with ill persons; and “high-K” people who feel they need 
Psychological help find it easier to go to a psychologist than to a 
Psychiatrist because of the magic escape from considering them- 
Selves psychologically ill. Some psychologists themselves achieve 
the same type of escape by taking psychotherapy from a psychiatrist 
(!) and calling their therapeutic sessions “training sessions.” 


TODAY AND TOMORROW 


I have reviewed some of the cultural forces operating today on 
clinical psychologists. I have not described their resultant behavior 
in the detail you would like. By this review of the personal and 
cultural forces, I have sought to establish the variety of emphases 
current in clinical psychology. Nearly every adjustment pattern ob- 
served among clinicians has occurred as a resultant of training and 
experience in some university, school, or clinic. As yet, no com- 
pletely satisfying or dominant component of needs has been dis- 
covered for the training and role of the clinical psychologist. Local 
Specialties like dust bowl empiricism, extinction of conditioning, 
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nondirection, and other expedient items are partly compensatory 
emphases that have had some adjustive value. : 

But it is a backward step to discard special curricular require- 
ments for clinical psychologists, as has been done by several large 
universities and as is implicitly signified in the denial of a differ- 
entiation of counselors and clinical psychologists. Social psycholo- 
gists, experimental psychologists, counselors, and other psycholog- 
ical specialists should contribute to our service programs; but, if 
these variously trained psychologists are not marked as different 
from specially trained clinical psychologists, I believe no psycholo- 
gists can be given direct professional responsibility for patients. 

True clinical emphasis is on “patients,” not “clients” or “coun- 
selees,” even though a continuum of behavior is involved. Laws and 
the culture itself do not leave much doubt that patients are differ- 
ent from counselees. To these patients and their problems, the 
clinical psychologist should come with a prescribed (but not rigid) 
curriculum, an ethical sense, a desire for service, and a profound 
interest in discovery of new and better treatments and diagnostic 
systems, Such a solid professional foundation will open the way for 
other types of psychologists to make their unique contributions in 
a receptive and responsible atmosphere. 

Acceptance into practice of psychologists with generic or other 
than clinical specialty training in clinical positions will blur the 
meaning of the specialty. This will weaken a prime requirement for 


a profession: a disciplined and recogniz, 
evaluation of clinic 


the general level of 
ments, 

There are ways in which th 
been too influential in ortho 
coming too clinical, the 
of limited if any scien 
clinicians; we should 


able training program. And 
al training programs should not be limited to 
psychological instruction in psychology depart- 


clinical aspect of our specialty has 
genetic evolutionary pressure. In be- 
psychologist can lose emphasis to the point 
tific rewards. We should not imitate other 
be psychologists. The frustrations of these 
overly clinical psychologists I have described seem to have deter- 
mined a denial of the special field, If they devote themselves to 
becoming earnest and responsible clinicians while injecting more 
science into their work, they may still launch a satisfying as well as 
respectable new profession; but it may be too early for one. The 
frustrations I have indicated are punishing, and the scientific aspects 
of daily clinical work are minimal. 
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The scientific role, the ivory tower heritage, is gaining ascendancy. 
I have tried to show why this is true and to indicate my feeling that 
research and broad training must continue to hold a strong place. 
In sharp contrast, however, there is no doubt that the public that 
supports us will not shift its allegiance to us from social work and 
psychiatry without demanding a real and inexorable service con- 
tribution that we have implicitly promised. We have talked about 
this; we always dodge the direct action (3). We evolved on the 
impetus of service need. This need is growing: need for workers 
to man clinics and to apply tests and other scientifically derived 
procedures. Unless clinical psychology produces more workers to 
meet the need for direct service, produces a practical outcome and 
someone to practice in routine clinical work apart from scientific 
and research endeavors, then our culture will withdraw some of our 
present support and the prestige role of the clinical researcher and 
Scientist will be partly lost (1). Such losses could leave the clini- 
cian stranded and empty of effective functions. He will perhaps 
also have to compete with a new, vigorous, and truly professional 
group. 

Some psychologists would like to develop an ancillary psycho- 
logical profession, like nurses for example. Such persons would be 
cheaper to hire and might be selected so they uncomplainingly 
we the public need, leaving the real clinical psychologist to be the 
Scientist and interpreter of data laid in front of him. But this tech- 
nician group might achieve control of the applied techniques (psy- 
chometrics ) that distinguish the higher level psychologist from 
his professional competitors. Then, too, ancillary staff sometimes 
rebel, and this solution may be old-fashioned because the new 
group would soon also demand more years of training anda special 
recognition, ‘ 

Thope that my discussion of this topic of the factors that operate 
on the clinical psychologist will help to predict what will become 
of his species. On all hands one can see behavioral signs of the 
frustrations I have described. Psychologists who are abstracted 
enough can get a good deal of amusement watching the clinical 
7 chologist try to hold both the service and academic research 
chs, : trying to keep the lucrative, wise, and prestigeful role of 
= ical doctor, yet dodging the drudgery of clinical responsibility; 

ying to skim the cream of patients and the best of the role of the 
Psychiatrist, without getting involved in the dependence on private 
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patient fees; trying to be a scientist, yet seeking respect as a profes- 
sion. 

What other positive suggestions can be made? My own feeling 
is that we are leaving a professional field before we really are 
established in it. We are reneging on our promissory note. We are, 
rather, issuing a new one. It promises that, if the public will support 
all of us, we will do research and then hand to the clinicians the 
practical products, But what clinicians? I would have us continue 
MA and PhD (or PsyD?) programs with preliminary but definite 
structure both in required courses and especially in didactic and 
applied experience with ill patients. The only way professional 
psychologists can hold to a responsible place is by partial separa- 
tion from the academic, basic science psychologists; otherwise the 
present sabotage of the profession will continue. Presently we have 
very few nonacademic and nonresearch leaders. I do not want 
these leaders to be completely free of teaching, research, and 
administration; but I want them to be more than 80% in real clinical 
work with ill patients. 

I would hope that such professionals would be able to revive the 
respectability of testing and diagnosis and the more applied aspects 
of psychology. One effective and appropriate way to accomplish this 
is to apply consistently, in all clinical settings, the primary obser- 
vational and methodological techniques of psychology to the crucial 
problems of evaluation of personality pathology—this in contrast to 
loose formulation and clinical jargon even though these are the 
current mode. I am distressed that some practicing psychologists 
have argued that they yield to such nonsense because the chief of 
service wants it and doles out prestige for it. With a vigorous clin- 
ical approach, students would not feel inferior when they admitted 
to a desire for a mainly service job; and the present severe slump 
in the morale of clinicians would be stemmed. 

There will be other positive moves ‘hat occur to some clinicians. 
My suggestion has sometimes seemed to be a lost cause. I hope 
that others of you who have been trying to be scientific clinical 
psychologists, not psychiatrists or social workers or administrators 
or teachers, will display courage in conviction and will speak up in 
active support of a new profession. Psychiatry, a service profession, 
is so strong on that commitment that it is handicapped. We, how- 


ever, could find our own prestige and satisfactions in psychological 
service. 
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If I have seemed too cynical and destructive, I plead that it is 
important to all of us to see our problems and the sources of our 
behavior in order to build more solidly our own futures and the 
future of our common profession. I deeply believe that we are now 
entering a decade of special decision. We must not merely criticize 
ourselves in masochistic passivity. Applying our own solidly founded 
psychological principles, we must sharply and impassionately 
interpret the personal motivations of the evolving clinicians in terms 
of the needs and requirements of our culture. 
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The Scientist-Professional: 
Can Psychology Carry It Off? 
STUART W. COOK 


The question of the character of professional psychology first be- 
came a matter of serious concern in the 1930's. By that time a trend 
had developed for two groups of psychologists to go their separate 
ways: one in the APA, the other in the AAAP (The American 
Association of Applied Psychology). It looked as though we were 
to have, on the one hand, a professional group comparable to 
physicians and engineers and, on the other, a scientific group com- 


Source: Stuart W. Cook, “The Scientist-Professional: Can: Psychology Carry 
It Off?” The Canadian Psychologist, 1965, 6a, 93-109. Reprinted by permission 
of the Canadian Psychological Association and Stuart W. Cook. 
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parable to physiologists and physicists. The notable difference in 
the case of psychologists was that both the professionals and the 
scientists were apparently to go by the same name. 

This trend was checked temporarily through the amalgamation 
of the APA and the AAAP at the close of the war. It was revived 

_ almost immediately by the explosive postwar demand for psycho- 
logical services, particularly in the clinical area. Not only did the 
size of student bodies of graduate programs in psychology increase 
by leaps and bounds, but we began training a much higher pro- 
portion of persons for professional work than for careers in research 
and teaching. Popular writers began to talk of the Age of Psy- 
chology. 

Under the impetus of these events, organized psychology began 
a determined campaign to shape the character of the rapidly devel- 
oping profession. An early landmark in this campaign was what 
has become generally known as the Boulder Conference, a two-week- 
long discussion of the doctoral training program for clinical psycholo- 
gists. This conference, which was attended by 71 representatives of 
psychology and related disciplines, took place in 1949 (8). It was 
followed in 1951 by the Northwestern Conference on Doctoral 
Training for Counseling Psychologists (2), in 1954 by the Thayer 
Conference on Training for School Psychologists (5), in 1955 by the 
Stanford Conference on Training Psychologists for Careers in Mental 
Health (11), and in 1958 by the Miami Beach Conference dealing 
with doctoral training for psychologists in general (10). Another 
major conference is scheduled for 1965 on the training of clinical 
psychologists. 

The deliberations at Boulder and the conferences which followed 
were based upon certain assumptions about what psychologists 
should be. My first remarks will be directed to the character of 
these assumptions—in other words, to the nature of the images OY 
models on which we base the training of psychologists of the future. 


THE Screnrist-PROFESSIONAL CONCEPTION 
OF THE PSYCHOLOGIST IN PRACTICE 


Our postwar concern with the question began with a series of 
studies of doctoral training which culminated in 1947 in what is 
generally referred to as the Shakow report. This report was the 
work of the APA’s Committee on Training in Clinical Psychology 
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which David Shakow chaired (1). The report formulated the con- 
cept of the psychologist who would be equipped not only to apply 
psychology but also to do research in psychology and to contribute 
to its theoretical development. This became the second explicit 
model for the psychologist: the combination scientist-professional. 
The first model, of course, had been that of the psychologist as 
scientist. 

In 1949, the Boulder Conference endorsed the conception of the 
Scientist-professional and the general outlines of a training program 
for clinical psychologists which had been based upon it. The sub- 
sequent conferences followed suit. Over the years it has become the 
model for all our professional specialties, such as counseling, school, 
industrial, etc. The model envisages the psychologist who will be 
prepared to do research even though his primary function is service, 
one who will be able to contribute through research and scholarship 
to the development of the techniques and methods of the profession, 
one who can choose sound procedures and reject worthless ones 
because he can react critically to the evidence behind new theories 
and methods—in short, an alert and constantly growing, rather than 
a passive and stagnating, member of his profession. This was to be 
a new type of professional, one turned to change and growth. It was 
a creative and exciting concept. j 

How has this model of the psychologist in professional service 
worked out in practice? Unfortunately, there is only limited agree- 
ment on the answer. In part, this is because one can look in various 
directions for the evidence—that is, one can ask what has been the 
Outcome in terms of research, in terms of professional service, in 
terms of the impact on our training and our organizational affairs? 
P With respect to research, it seems clear there has been a sharp 
Increase in the amount done in industrial and clinical settings. To 
the extent that this increase has resulted from the demonstrated 
research competence of psychologists working in these settings, 
the evidence would seem to favor the scientist-professional model. 
On the other hand, it is equally clear that the great body of psy- 
chologists in such settings confine themselves to, or are limited to, 
service functions. 

As to the quality of professional service, and especially with 
regard to the prevalence of a questioning, objective orientation to 
the validity of methods employed, evidence is even harder to come 
by. On the one hand, it seems clear from the critical scrutiny im- 
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plied by extensive programs on professional methods at our meet- 
ings that many applied psychologists have such an orientation. 
Nevertheless, the impression is widespread that for many of our 
colleagues the more typical orientation to currently popular tests 
and techniques is one of passive adoption and even of dogmatic 
allegiance. 

As for the impact on our training programs of the effort to 
produce the psychologist who is at one and the same time both 
scientist and professional we are definitely experiencing a strain. 
Complaints about graduate training may be heard from all sides. 
What used to be thought of as a four-year program is in many 
places now frankly described as requiring five years and in reality 
often stretches to six or seven. Various explanations for this fact are 
offered. The trouble, some will argue, lies in the type of students 
who are now coming into psychology. The change, they feel, is from 
persons who are inquisitive and curious about human behavior to 
those who are service oriented or, worse, to those in search of high 
incomes. Such students, it is claimed, are interested neither in re- 
search methods nor in the basic materials of general psychology. 
Some feel that a result has been to dilute the quality of courses in 
these areas and that this dilution has detracted from the training 
of the psychologist who is preparing for a career in research or 
teaching. It is often said, moreover, that the professional student 
is less able to do, or less interested in doing, the dissertation research 
and that training departments have accommodated to this by lower- 
ing their dissertation standards—lowering them, that is, not only for 
the student preparing for professional work but for all students, 

Complaints come from the other side of the fence as well. Here the 
feeling is voiced that the time spent in training in general psychology 
and in research is excessive in that it stands in the way of adequate 
preparation for the professional service the student will be expected 
to render on the job. As professional work in psychology grows 
increasingly complex, this feeling grows more intense. 

On the positive side, a case can be made for a fruitful outcome of 
the training effort. Psychological research, including that carried 
out by experimental methods, has turned more and more to prob- 
lems involving such phenomena as motivated perception, anxiety, 
social motivation, and unconscious mentation—problems which 
arise from theoretical orientations underlying professional tr 


aining. 
Whether or not this development would have occurred in 


any case 
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is difficult to determine, but it seems reasonable to assume that it 
was accelerated by the interaction of professional and non-profes- 
sional programs. 

The strain has also been felt in our psychological organizations. 
Some members complain that an excessive proportion of our time 
and resources has gone into professional concerns. This became so 
recurrent an issue among psychologists in the Division of Experi- 
mental Psychology of the APA that it led to a serious inquiry among 
the membership of the division about the possibility of withdrawing 
from the association. While such a step was supported by only a 
small minority, there is no doubt that feeling on the matter occa- 
sionally runs high. 

A more recent development which undoubtedly carries with it 
some of the same feeling has been the formation of the Psychonomic 
Society. For several years, the society met in conjunction with the 
American Psychological Association, beginning its meetings a few 
days in advance. This enabled its members to attend the meetings 
of Division 3. In 1964, for the first time, the Society held its meeting 
at a different time and place from those of the APA. 

It is possible, of course, to misread the implications of such a step. 
Secessions of sub-groups from larger groups of psychologists are 
regularly taking place. For example, the comparative and phys- 
iological psychologists have split off from the Division of Experi- 
mental Psychology. The operant conditioning specialists have taken 
the same step; they have formed a new Division of Experimental 
Analysis of Behavior. The motives are the desire for more program 
time at the APA meetings and for more opportunity to associate in 
smaller groups with persons doing similar work to one’s own. In 
many respects, these sentiments are much like those expressed when 
the psychologists in the Division of Experimental Psychology were 
considering leaving the APA. 

Feelings of dissatisfaction from the professional side are no less 
frequent. For example, it is said that the psychological associations 
are not sufficiently attentive to the types of problems that beset 
the psychologist in professional service. Accompanying this is the 
feeling that we have inadequate publication outlets for material of 
value in professional work. 

We might sum up this assessment of our effort to train and 
Maintain psychologists who are at one and the same time both 
Scientists and professionals along with the psychologists who are 
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exclusively scientists by saying that it has had some good effects, 
has led to much dissatisfaction, and in many important ways cannot 
as yet be adequately evaluated. 


ALTERNATIVE CONCEPTIONS OF THE 
PSYCHOLOGIST 


Nevertheless, it is clear that dissatisfaction has been serious enough 
to have led to consideration of several alternatives to our present 
course. Of the three alternatives which I should like to review 
briefly: one holds that we should train psychologists exclusively 
as scientists; a second, that we should train them exclusively as 
professionals; a third, that we should train two brands, one for 
scientific work only, the other for professional work only. 

The first proposal—that we restrict the label of “psychologist” to 
the scientist and develop under other names the professional serv- 
ices which make use of psychological knowledge—is gaining 
strength. Some moves in the direction of developing a number of 
service professions related to psychology can already be discerned, 
and others have been suggested. For example, there has developed 
within engineering a subprofession called management engineering. 
The management engineer concentrates upon problems of personnel, 
organization, and supervision. In doing so, he draws heavily upon 
social and personnel psychology. Another example is that of human 
engineering. This designation is being attached to such activities 
as designing equipment to make it suitable to the capacities of the 
human user. The human engineer draws upon what we know about 
sensory and perceptual processes, psychomotor skills, learning, etc. 
He must also know about emotions and psychopathology since he 
often confronts the question of the effects of stress on performance. 
Still another professional designation coming into common use is 
that of psychotherapist. Without citing additional examples, it 
seems clear that appropriate professional designations may be 
found under which most of the applications of psychology could 
be made. 

The training of persons who expect to apply psychology in these 
different ways would take place, according to this first proposal, 
in a variety of settings, although in all cases psychologists would 
share the training responsibilty. The management engineer would 
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continue to be trained, as at present, in the engineering schools. 
The training of human engineers would also be concentrated in 
this setting. Psychotherapists would probably be trained in separate 
schools under the coordinated responsibility of medicine and psy- 
chology, or of these two and social work. 

One such plan for training psychotherapists has been discussed 
at length at a conference of psychiatrists, psychologists and social 
workers (7). The participants unanimously agreed that the case for 
a new type of training was good enough to warrant its early trial 
in several pilot programs, in which psychoanalysts, social workers, 
psychiatrists, and clinical psychologists would form integrated 
faculties. Several types of pilot plans were proposed as being worth 
trying: 

(1) An extended program involving at least 4 years of full-time 
graduate study and supervised experience, leading to a new doc- 
toral degree and aiming at the highest level of competence. 

(2) A briefer (about 2 years) and more modest program for 
older students producing graduates who could function in an in- 
stitutional setting under supervision. This plan is exemplified by the 
Pioneering experiment at the National Institute of Mental Health 
by Margaret Rioch and her co-workers, which was the subject of a 
great deal of favorable discussion at the conference. 

Several potential institutional settings for such programs were 
considered, the most seriously discussed being (1) a separate pro- 
fessional school in a university, (2) a cooperative joint endeavor 
by a department of psychiatry in a medical school, a graduate 
department of psychology, and a social work school, and (3) a 
program primarily based in a medical school and teaching hospital. 
Though each of these possibilities had its supporters, the great 
Majority of participants favored the first; and there was unanimity 
that the setting should be in a university containing a medical 
School, a graduate school with a psychology department, and a 
school of social service. 

As far as curriculum was concerned, there was unanimous agree- 
ment that supervised experience in doing psychotherapy was of 
primary importance. While the conferees advanced extensive ideas 
about various aspects of training, the emphasis of the new training 
Program would be on turning out competent clinicians. 

Several advantages have been suggested for limiting the psy- 
chologist of the future to the model of the scientist. One is the crea- 
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tion of a less ambiguous public image of psychological science. A 
second is that psychological organizations would be devoted pri- 
marily to scientific pursuits. A third is that the training job would 
be vastly simplified; departments of psychology could limit them- 
selves to the training of scholars and research investigators. 

This is the first alternative to our present course. The second 
alternative is the concept of the psychologist as professional only. 
Psychologists who identify themselves in specialties such as clinical, 
industrial, human engineering, personnel, etc., which we think of as 
primarily applied, outnumber, by two to one, psychologists who 
identify themselves in primarily nonapplied areas such as develop- 
mental, experimental, social, and personality. Given the influence 
of the job market on the careers of psychologists, this is but a hint 
of things to come. Already we are unable to keep up with the 
demand for psychologists in the mental health movement. And there 
are indications that this demand may soon be matched, if not 
exceeded, by the call for psychologists in schools, on the one hand, 
and in industry, on the other. In other words, there seems no doubt 
but that the proportion of psychologists devoting themselves pri- 
marily to rendering psychological services outside of university 
settings will increase rapidly. 

This picture of the future has led naturally to two propositions. 
The first is that history may have already settled the question as to 
what the label “psychologist” is to mean to the public. Mr. Citizen, 
once he has made the difficult discrimination between psychologist 
and psychiatrist, sees the psychologist as another professional 
person in the pattern of the physician and the engineer—and it 
seems unlikely that he will change the perception. 

The second proposition is that, given the growing use of applied 
psychology, there exists a major responsibility to society to insure 
that the persons presumably trained to render psychological serv- 
ices are, in fact, adequately prepared to do so, Society now asks 
of the psychologist help with such significant matters as guidance 
of parents in child rearing, 


J consultation with industrial executives 
on supervisory practices, alleviation of emotional disorders, and so 


on. Our present graduates are rarely ready for responsibilities of 
such magnitude. If they are to be made ready, more intensive train- 
ing will be required. If this more intensive training is to be provided 


in doctoral programs, the argument holds that something else must 
give way. 3 
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Those who accept this picture of the future and advocate adopting 
the professional model for the training of psychologists point out 
that we could gain some of the time needed for more intensive 
professional preparation at the expense of the time now devoted to 
foreign languages and the doctoral dissertation. Substituted for the 
dissertation would be a number of less time-consuming experiences 
designed to prepare the student to read the research literature 
critically. Among these would be supervised experience with minor 
research projects and one or more courses dealing directly with the 
criticism of research reports. In recognition of the departure from 
the requirement of a doctoral dissertation, a new degree would be 
substituted for the Ph.D, The new degree might be that of Doctor of 
Psychology, the PsyD. 

If this proposal were adopted and only the person in professional 
service were to be known as a psychologist, how would the science 
or sciences on which the profession is based be designated? Familiar 
parallels may be found in the professions of engineering and medi- 
cine. The engineer uses knowledge from such sciences as physics 
and chemistry. The physician draws upon what the medical colleges 
call the “basic sciences,” anatomy, physiology, biochemistry. While 
it is difficult at this point in time to imagine the use of other designa- 
tions. than that of psychologist by psychological scientists, there are 
forces which might operate to bring this about in the future. One 
such force is the public image of psychology to which I have already 
referred, Should psychology come to mean primarily professional 
Service, psychologists in research may experience increasing dis- 
comfort at having their activities confused with those of professional 
work. A second force arises from the growing complexity of the 
Science itself. It is already a far cry from the psychology of sensory 
Processes to the psychology of personality. Similarly, the student 
of learning theory who is able to tell you much about group 
dynamics js rare, and vice versa. It is possible that, as the growth 
of knowledge in the broad area we now call psychology increases, 
we will give up the objective of having a unified psychological 
Sete Events may force a fractionation into several sciences: 

iopsychology, sensory processes, personality, group dynamics, and 
SO on. In at least one major new university, a biopsychology depart- 
ment has been established along with a department of psychology. 
Ih contrast to the first alternative, to train psychologists exclu- 
Sively as scientists, and the second, to train them exclusively as 
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professionals, there is a third: to train psychologists in two distinct 
molds—scientists, on the one hand, and professionals, on the other. 
We would produce the two brands in different training programs, 
both under the auspices of psychology, either in the same or in 
different training departments. We would train the psychologist- 
scientist in the traditional pattern of the Ph.D. with emphasis on 
research and scholarship. We would train the psychologist-profes- 
sional, as in the second alternative, in the pattern of the PsyD., the 
Doctor of Psychology. A high-level committee has proposed this 
for discussion to the APA Board of Directors. At least one major 
university in the states has committed itself to such a course. A con- 
ference of representatives of 10 others, mostly major state univer- 
sities in the Midwest, has endorsed the idea. In the thinking of this 
group, it is not yet definite as to the auspices under which the 
Doctor of Psychology degree will be given. The probability is that 
it will be in a separate school of professional services. Psychologists 
will presumably do the training but the students will not be matric- 
ulated in the department of psychology. Students who are in the 
department will continue to take the training leading to the Ph.D. 

This third alternative, in other words, accepts the designation of 
persons in both roles as psychologists, presumably because the 
alternative of dropping the designation for either one is unaccept- 
able. It holds, further, that we should train psychologists as thor- 
oughly as possible for what they are to do—whether this be research 
or practice—and not for what we wish they would do. It amounts to 
saying: “Let's be realistic.” It argues that, whether we like it or not, 
history has bequeathed us one type of psychologist and society is 
insisting we produce, in addition, a second type. The practical 
thing to do, so the argument goes, would be to accommodate to 
this; to do so would require only a few additional changes in train- 
ing in the direction events have already forced us. While this 
amounts essentially to saying that we should relax and enjoy the 


inevitable, the line of reasoning that underlies it is compelling and 
must be taken seriously, 


RE-EXAMINATION OF THE SCIENTIST- 
PROFESSIONAL MODEL 


I should like to turn now to a re-examination of the scientist- 
professional model for the professional psychologist. Each of these 
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three alternatives to the present conception of the kind of psychol- 
ogists we should train has been advanced because it promises relief 
of some sort from our present difficulties. While the proposed 
remedies differ, they share the assumption that we should abandon 
the idea of the psychologist who is at one and the same time both 
scientist and professional. Should we accept this assumption? Was 
the scientist-professional model ill-conceived? Is it impractial to 
use as a basis for doctoral training? Has it failed to equip and to 
motivate practicing psychologists to make scientific contributions? 
Is it incompatible with the service demands, the intellectual chal- 
lenges, the financial rewards of professional work? 

In answering these questions, let me say, first, that I am not dis- 
posed to challenge the argument that most psychologists in pro- 
fessional work do not do research. On the other hand, I do not 
believe that the fact that relatively few make contributions to the 
psychological literature is necessarily to be taken as evidence of 
failure to train and motivate them to make such contributions. It 
may be instead that, in many cases, the difficulty is in overcoming 
the environmental barriers to research. I am more impressed with 
the consequences of the job environment for the behavior of the 
psychologist than I am with diagnoses which attribute the out- 
comes to ability or training. Assuming that we have adequate 
Preparation and appropriate motivation, the level and direction 
of our performance are influenced strongly by the expectations, 
standards, and approbation of our colleagues and employers. When 
positive influences are minimal, as is often the case with psycholo- 
gists working in isolation, the quality of work may show no im- 
Provement or even deteriorate. When the situational influences 
put a premium on the quality of professional service, the psycholo- 
Bist is likely to feel impelled to take steps to improve his professional 
skills, for example, through further professional training. If they 
emphasize research, he tends to be influenced in this direction. Of 
Course, whether the tendencies aroused lead to action depends also 
on whether the psychologist has available the time and facilities to 
follow out his wishes, 
Retin interpretation seems to be consistent with Kenneth E. Clark's 
a es in his study of significant contributors in psychology as 

ported in his book, America’s Psychologists (4). When he asked 
sy chologists about the factors that influence research, the answers 

e received on the positive side were stimulation, encouragement 
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of colleagues, research atmosphere, etc. On the negative side, 
the principal interferences reported were lack of time and fa- 
cilities. 

This interpretation gains further support from a study by the 
Division of Clinical Psychology of the APA which revealed that a 
considerable number of its members who would like to do research 
feel frustrated in this respect by the requirements of their profes- 
sional positions. I saw evidence of this in New York City, where a 
number of psychologists have approached the psychology depart- 
ment at New York University in search of laboratory facilities and 
and subject populations with which to carry out studies they could 
not do where they worked. 

As I noted earlier, research in applied settings, including the 
clinical field, has of late shown a definite increase. I would add to 
this observation the judgment that such research as has been done 
represents only a part of a larger, untapped research potential, What 
has emerged has done so, I believe, because the psychologists in 
question either were free of, or were able to circumvent, the cus- 
tomary environmental restrictions on research. I expect that the 
removal of realistic barriers of lack of time and facilities would 
make it possible for many other psychologists in professional work 
to carry out studies they would like to do, Something to try here 
might be the establishment under university supervision of open 
laboratories where psychologists without access to adequate facilities 
and technical consultation might find them, 

To return to the question of the feasibility of the combined 
scientist-professional conception: what can be said about the scien- 
tist component of the psychologist who makes no contribution to 
the research or theoretical literature? Has he a scientific role to ful- 
fill? A negative answer would seem to me to weaken considerably 
the argument for a widespread application of the scientist-profes- 


sional concept in doctoral training. If, on the other hand, a scientific 


role other than research in the usual sense can be identified, this 
would strengthen the cas 


e for testing the model further before 
abandoning it. 


I believe there is such a role—one that follows from the special 
opportunities of the person in professional practice. Among psychol- 
ogists, it is such persons who have the widest experience with indi- 
vidual personality and with the behavior of persons in groups and 
institutions. If it were adequately analyzed and communicated, this 
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experience could aid the development of theory in such areas as 
learning (or re-learning), personality, and social psychology. 

Two examples will illustrate what I mean. The first comes from 
clinical practice. It has been observed that the manifest content of 
dreams may constitute an elaboration of an experience of the pre- 
vious day—frequently an experience which had received so little 
attention at the time that it could be recalled only with great 
difficulty. Words or scenes glimpsed momentarily and inattentively 
would be typical illustrations. The second example, an observation 
from industry, is that accurate and rapid performance is sometimes 
promoted by directing attention away from the task. Operators of 
certain types of machines make more errors when they concentrate 
and grow more accurate when they daydream (3). 

The first thing to note about these two examples is that they 
describe regularities in behavior. Calling attention to such regulari- 
ties may provoke systematic study of them. The matter of the 
fleeting experiences on which dreams are built, for example, eventu- 
ally attracted the attention of experimenters. It was found that the 
content of drawings shown to a subject tachistoscopically for very 
brief periods did appear in the manifest content of dreams reported 
on succeeding days. Along with other evidence, this development 
Suggested that experience which is registered without full awareness 
may have some special significance in unconscious mental processes. 
This suggestion is now being systematically followed up. 

In addition to their provocative function, such observations, if 
followed up, serve to broaden theory. They insure the introduction 
into theory of variables or complexes of variables which, though 
they may be difficult to deal with, are of known import for behavior. 
They serve to balance the effect of the analytical processes of re- 
Search and theory which lead us to simplify and condense. Carried 
out with links established to behavior as observed around us, such 
analytical processes are fruitful; they are kept in better perspective, 
however, if we confront periodically the behavioral regularities of 
the natural environment. 

The second thing to note about the two examples is best illustrated 
by the observation that efficiency of performance is sometimes 
Promoted by directing attention away from the task. Such an obser- 
vation, on occasion, serves the important function of suggesting the 
limits to the conditions under which a well-established relationship 
appears to hold. Whereas the general rule is that efficient perform- 
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ance requires concentrated attention to the task, here is an instance 
which appears to deviate from the rule. Provocative questions are 
immediately raised. If this exception to the rule is verified, a search 
may start for others. Eventually a new context of relationships 
becomes available within which thinking can proceed about the 
function of attention in complex performance. 

We have no customary way of designating the type of scientific 
contribution represented by the formulation and communication of 
such observations; any designation attached to it will inevitably 
carry unintended connotations. Nevertheless, since I need some way 
of referring to it in the remainder of my remarks, I shall call it 
“question posing.” The intellectual operations involved in question 
posing have much in common with those involved in improving one’s 
professional skills on the job. Both require the analysis and classi- 
fication of one’s ongoing experience, Because of this similarity, ques- 
tion posing should be less difficult to integrate with professional 
service than has been true of formal research. 

Clearly, the psychologist who is to make the question posing 
type of contribution must be familiar with psychological theories. 
His observations both of recurring relationships and of deviations 
from established relationships are not random occurrences, Both are 
possible because he can interpret his experience against a back- 
ground of existing theory. However, knowledge of theory alone 
would be insufficient; interest would also be necessary, Can we 
assume that the psychologist in professional service has such an 
interest? The data from Clark’s study (4), while not focused directly 
on this point, challenge the idea that recent Ph.D.’s heading for 
applied work are less likely at the time of entering graduate study 
to have theoretical interests than are their fellow students. The two 
groups gave equally often as reasons for deciding to study psychol- 
ogy “Interest in human behavior as a field of 
and “Wanting to know more about human bei 
The motivational differences 


scientific investigation” 
ngs and their behavior.” 


The | appeared at other points, such as 
Desire to work with individuals or groups” and “Interest in the 


application of psychological techniques.” Clark’s data are consistent 
with a long standing impression of mine that theoretical interests, 
rather than being absent in professional psychologists, are overlaid 
with a strong service orientation, When the two interests do not 
conflict in their implications for the way the psychologist spends his 
time, as in the case of theory underlying psychotherapy, the theo- 
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retical interest will manifest itself readily. Were we to clarify and 
dignify the question posing contribution as a scientific function for 
the practicing psychologist, I am confident we would see the interest 
in theory manifesting itself in relation to many aspects of psychology. 

On the other hand, I do not believe this development would take 
place without stimulation. In commenting earlier on the considera- 
tions that favor or interfere with research, I stressed expectations, 
encouragement, and assistance from colleagues. Such considerations 
apply here as well. While it is a necessary first step that we recog- 
nize more explicitly and dignify more openly the value to psychology 
of communicating question-posing distillations from profession! 
experience, it would take additional steps to increase by much the 
rate and quality of such contributions. Nothing requires greater 
effort than a disciplined analysis of one’s experience, for whatever 
reason it be carried out. Only a rare will and intellect are adequate 
to the task unaided. For most of us, the presence of colleagues 
would be necessary to keep us going and to help sort out the occa- 
sional useful thought from the expected abundance of duds. In 
order to provide for such mutual assistance among psychologists in 
professional service, we need a new institution: an arrangement 
for participating in small groups of collaborating associates who 
would meet regularly to discuss relevant experiences and mutual 
problems, Such groups of associates would serve as an aid to periodic 
appraisal of one’s professional methods, to keeping abreast of new 
Scientific and professional developments, to the resolution of ethical 
problems, and so on. Many clinical psychologists with whom I have 
discussed the proposal have said that they felt a need for some 
such means of reducing the isolation of professional work, Were 
state and local psychological organizations to serve as administrative 
centers through which interested psychologists might form such 
Sroups, I believe that a tradition of professional collaboration of 
this sort would soon be established. 

In case this idea of encouraging psychologists to communicate 
Fe question posing experience calls to your mind the picture of a 
Swe of unfounded, speculative publications, let me quickly say 

at I would share your horror at such a prospect. We would, of 
COUT Se have to develop standards of editorial judgment for such 
publications, and no doubt this would be difficult. Clearly, however, 
unbridled speculation would be no more in order here than else- 
where in our literature. 
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It is unnecessary, moreover, to think of communication always 
in terms of publication. In this case I should think we have a 
natural communication function for local psychological organiza- 
tions. Such groups, not being responsible for the communication 
of original research reports, might be in a position to arrange for 
discussion of provocative observations from professional experience 
as well as of potential implications of recent research for practice. 


I recall a successful symposium of this sort at a meeting of the state 
association in New York. 


TRAINING THE SCIENTIST-PROFESSIONAL 


Thus far, my answer to the question of the feasibility of the 
scientist-professional model has dealt with two points. First, I have 
suggested that, although psychologists trained in accord with the 
model typically do not make research contributions, they do 
represent a reservoir of research potential much of which is frus- 
trated by restrictions of the job environment, Second, I have pro- 
posed that the scientist aspect of the model be broadened beyond 
research so as to recognize the potential scientific value of certain 
types of observations based on professional experience, Now what 
about the training question? Is it feasible to give the same student 
adequate training for both professional and scientific work? As I 
noted earlier, serious doubts about this have been voiced. By now 
there is considerable agreement, although not unanimity, that 
adequate training cannot be completed in the course of the tradi- 
tional four-year Ph.D, program. As vigorous as our effort has been, 
it seems inevitable—with hindsight—that the attempt to accomplish 
this should have led to disappointment. The professional side of the 
training has been restricted or superficial because the time avail- 
able for it was limited by the time allocated to general psychol- 
ogy and to research. The training in general psychology and re- 
search has been restricted also and, when evaluated against the 
standard of performance of the student being trained for a career 
in research and teaching, could only appear unsatisfactory by 
contrast. 

As time passes, this problem grows increasingly more severe. 
What we wish to teach the student in research design, measurement, 
and statistics becomes increasingly complex. Likewise, the body of 
psychological knowledge grows steadily; so do the number and 
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dimensions of psychological theories. And there has been a parallel 
rapid increase in the complexity of applied fields, in both the 
techniques to be mastered and the scope of the responsibilities to 
be assumed. 

Different universities have accommodated to this growth in dif- 
ferent ways. In some, the scientific training has been held to a 
minimum in order to find time for the added professional com- 
plexity. In others, the reverse has taken place. In still others, the 
program has been progressively lengthened. 

Nevertheless, in spite of these adjustments, widespread dissatis- 
faction remains. We are not preparing our professional students to 
assume the responsibilities society expects of them, nor are we 
giving them—in the typical case at least—an orientation to psycho- 
logical science that makes of them self-confident participants in its 
future development. Clearly, some more radical solution is called for 
if we are to maintain the scientist-professional as our training model. 
Since we will not accept inadequate training, and find it impossible 
as yet to compress adequate training into the doctoral period, it 
would appear that the only recourse is to allocate some proportion 
of the training to a postdoctoral program. Under one version of 
such a plan, the student would, as at present, begin his professional 
training in the doctoral program but with full knowledge of the 
fact that he could count upon additional training after the doctorate. 
Knowing this, he could approach his study of scientific method and 
Psychological theory free of the feeling that they were impeding 
his professional preparation. 

This does not mean an exclusive concentration on techniques and 
procedures during the postdoctoral period. Relevant theory would 
remain an important aspect of the training. Also, this would be a 
strategic point, I believe, at which to re-emphasize for the student 
the possibilities and opportunities for relating professional experi- 
ence to the growth of psychology through the question-posing type 
of contribution. 

Postdoctoral training on a scale to accommodate the majority of 
professional psychologists must, of course, become a university re- 
sponsibility. No other institution would be equipped to deal with a 
training program of such magnitude. 

_ In addition to the training problems which follow from the grow- | 
ing complexity of the field, there are others, I am afraid, which arise 
from our training methods. Research preparation, for example, has 
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all too often been built around topics and carried out in settings 
which were not closely related to phenomena and concepts with 
which the professional student was working elsewhere in his training. 
Many could not make the transfer to problems which interested 
them. The resulting uncertainty and apprehension has been a 
source of delay in getting dissertation research under way. Cur- 
rently, some training programs are trying to correct this by teaching 
design, measurement, and statistics in relation to problems in per- 
sonality and social behavior as well as in relation to the more 
traditional psychological subject matter. Parallel efforts are being 
made to give the student predissertation research experience and to 
integrate the research experience where possible with the setting 
in which professional practice will take place. The net result, after 
some of these efforts take hold, should be to make research as 
natural and interesting for the pre-professional student as it has 
been for students interested in problems of learning, perception, 
etc., with which research training has typically dealt. 


Can Psycuorocy Carry Ir Orr? 


Having made this review of the problems and advantages of the 
the scientist-professional model for the professional psychologist I 
should now like to turn by way of a summary to the question asked 
in my title, “Can Psychology Carry It Of?” Can we develop a 
professional practice in the hands of persons capable of evaluating 
the adequacy of their methods and of developing new methods based 
upon scientific developments? Is it possible to train a group of 
practicing psychologists. with an allegiance to the growth of psy- 
chological theory and the ability to extract from their experience 
ideas and observations of value to the growth of psychological 
science? 

It seems to me that the trend of events is 


EAN i running counter to the 
scientist-professional 


t idea. To satisfy society’s demands for needed 
professional services an army of professional psychologists is being 
created. We have not yet solved the problem of developing an 
integration of professional and scientific roles that is congruent with 
the needs both of science and of society. Meanwhile the academic 
psychologist is growing restive and withdrawing from the field. 
Ideas for separate training for scientist and professional have 
reached the point where they are soon to get serious trial. As I have 
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indicated, one of these is the professional degree in psychology 
where the doctor of psychology without research training will be 
turned out after the model of the physician and engineer. 

I have said that I think part of the trouble is that we have never 
given the scientist-professional model a fair chance. We have in my 
opinion trained the embryonic professional psychologist in such a 
way as to increase his difficulties in combining research and practice. 
Even more serious, I have argued, is the fact that we have focussed 
too much attention on the training situation and not enough on the 
circumstances under which the professional psychologist works. We 
have overlooked what it does to a person capable of making con- 
tributions to knowledge to be put in a situation where such con- 
tributions are neither expected nor rewarded. 

I think it is significant that no one criticizes the scientist-profes- 
sional model as inadequate in its conception. Everyone agrees that 
the research contributions which psychologists are able to make to 
the mental health movement and to the solution of other problems 
are needed in ever greater amounts. Everyone recognizes that a 
better science of human behavior relevant to problems of personal 
adjustment and human relations must be developed and that more 
effective professional methods must be invented and validated. 
Everywhere the stress is upon more knowledge. The research trained 
professional is in an ideal position to help produce this knowledge. 
The objection, then, is not that the scientist-professional model is 
inappropriate but that it is impractical. 

And why is it impractical? Primarily, for three reasons: First, 
training the scientist-professional is so costly in time and staff that 
it is inadequate to meet society’s manpower needs—particularly in 
the mental health field. Second, it has not, in fact, produced a high 
yield in scientific contributions. The idea behind the scientist-profes- 
sional conceptions is reasonable but the product is disappointing. 
Third, it produces only partly trained professionals. Time needed 
for professional training is used for research and theoretical training 
instead. 

What can be said or done about these objections? The manpower 
charge is a serious one. We do have the obligation not to drag 
our feet in meeting the felt needs of society in problem areas to 
which we are related. However, the training of scientist-professionals 
must continue to be lengthy. What to do about it? First, let me say 
that I, personally, do not believe that either the approach of training 
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a new doctoral-level profession of psychotherapists or of offering 
a new doctoral-level professional degree in psychology will meet this 
problem. Either of these training programs is going to require almost 
as much time and almost as much staff as our present Ph.D. 
programs. My opinion is that we must try something quite different. 
The plan which has the most backing is one suggested by the Joint 
Commission on Mental Illness and Health. The Commission pointed 
out that there were a host of persons: clergymen, probation officers, 
public health nurses, public welfare workers, county farm agents, 
and others—who are already trying to help treat the emotionally 
disturbed and even the mentally ill in the absence of professional 
resources, With a moderate amount of training through short courses 
and consultation on the job, the Commission argued that such 
persons can be equipped with additional skills as mental health 
counselors. Rioch (2) put a selected group of eight housewives 
through two years of training as mental health counselors with 
excellent results. Starke Hathaway (6) has proposed a plan with 
similar objectives which gives training to new college graduates. 

However, psychologists must be willing to participate in the train- 
ing of mental health counselors if the plan is to be tested. They must 
function as what the Joint Commission report called mental health 
consultants, This means being available on a regular basis for con- 
sultation with mental health counselors, 

Ideas similar to this received considerable 
logical educators at the conference on graduate education in psy- 
chology held in Miami Beach. The conclusion then was that the 
psychological profession should participate in the training of other 
groups who could help with the emotionally disturbed and that the 
individual psychologist should commit part of his time to some ac- 
tivity like teaching or supervision which would broaden his influence 
beyond what he could do in his own face-to-face relationships 
with clients. 

However, teaching others the process of counseling with people 
in trouble is obviously a complex assignment. To do this at all 
adequately, the clinical psychologist will need preparation in the 
processes of supervision and consultation. 

For the moment, at any rate, let me assume that training mental 
health counselors will take off the manpower pressure sufficiently 
to allow us to continue training the scientist-professional. What 
can be done to meet the second objection to the scientist-profes- 


attention from psycho- 
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sional? What steps could be taken to further improve the quantity 
and quality of his scientific contributions? 

Here I feel that the first problem we must deal with is the nature 
of the professional psychologists working situation. Sometimes, as 
I pointed out earlier, the problem is the lack of research facilities. 
Sometimes it lies in the nature of the employer's expectations. More 
often, however, the difficulty centers in an assumption on which the 
professional psychologist all too often operates, namely, that if he 
simply exerts sufficient effort and self-discipline, he can work out 
on his own the dual role of professional and scientist. I have argued 
that this is extremely unlikely, and that groups of collaborating 
associates are necessary among professional psychologists to provide 
group support for participation in research and writing. Such influ- 
ence is taken for granted among university-based psychologists. 
No one who has worked in the university setting will doubt the 
considerable effect of colleagues’ expectations upon the amount of 
research and writing which is done. 

In addition to making the conditions under which the professional 
psychologist works more favorable to scientific contributions, we 
should take one other step. This is to legitimize and facilitate a type 
of scientific contribution which the psychologist in practice is 
peculiarly well-qualified to make. I have called this question-posing, 
meaning by this, the distillation from experience of relationships of 
potential scientific value. 

With respect to the third objection that it is impractical to give 
the scientist-professional student adequate professional training, I 
have argued that we are trying to crowd too much into the doctoral 
training period. We have been trying to give fully adequate scientific 
training and fully adequate professional training in roughly the 
same period of time which for other psychologists we assign to 
scientific training alone. This is obviously impractical. Moreover, 
as both the science and the profession grow more elaborate, the 
situation is getting worse. A possible remedy is to formalize post- 
doctoral training for the professional psychologist. A post-doctoral 
period might incorporate a number of needed training activities. 
One of these is advanced training in psychotherapy with its under- 
lying theory. An introductory experience with psychotherapy should 
be Provided in the doctoral period but nothing more. A second is 
training as a mental health consultant. A third is training to com- 
municate to colleagues regularities observed in behavior in the course 
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of professional experience. A fourth is training in newly developing 
professional skills such as the use of the social environment in 
therapy. 

Once these things have been done, we would be in a better 
position to reform our doctoral training. One such reform as I have 
indicated is to relate the research training received by the profes- 
sional psychologist more closely to the theory underlying his chosen 
problem area of practice. Another is to integrate professional and 
general psychological training. At present most departments still 
follow the somewhat schizophrenic pattern of presenting the student 
a training program in general psychology after which he is free to 
forget this and concentrate on his specialty, The chances of making 
connections between the specialty and other areas of psychology are 
not great under such an arrangement. 

I am by no means certain of the wisdom of the particular measures 
suggested in this discussion. I am convinced that in the scientist- 
professional we are heir to a significant idea and that we should 
support it as long as history and events permit it. As I have said, 
I am ready to admit that support for the scientist-professional con- 
ception is steadily weakening. For me this is no reflection upon its 


worth. If is buttressed properly at its weak points, I remain confi- 
dent it will prove itself. 
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